NortH Caro.ina Mepicat JOURNAL 


OwNED AND PUBLISHED BY 
Tue MepIcaAL SOCIETY OF THE STATE OF NorTH CAROLINA 


VoLuME 


June, 1944 


NUMBER 6 


ADDRESS OF THE PRESIDENT-ELECT 


I believe that I am the first incoming 
president of our Society to be given the op- 
portunity of expressing views and offering 
recommendations prior to assuming oOfiice. 
I welcome the opportunity. I hope and be- 
lieve that the recommendations which I pro- 
pose to make now will, if acted upon and 
given your guidance and support, result in 
a measure of progress and accomplishment. 

The many fine accomplishments of Ameri- 
can medicine in the past are too well known 
to this body to need reiteration. Suffice it 
to say that it is a record of which the pro- 
fession and the public may be justly proud. 
Our first consideration at present is the 
winning of the war, and every branch of 
organized medicine is mobilized to assist in 
the war effort. A year before Pearl Harbor 
a list of qualified physicians was compiled 
which was of great assistance to the Sur- 
geons General in their problem of organiz- 
ing the tremendous expansion of medical 
personnel of the armed services in 1941 and 
1942. American medicine has, practically 
on a voluntary basis, provided the armed 
forces with the physicians and surgeons that 
it needs. Most of those who have voluntarily 
entered the Army and Navy have done so at 
tremendous personal sacrifice, giving up in 
many instances established practices of long 
standing. North Carolina quickly oversub- 
scribed its quota of medical personnel, and 
at present there are 641 physicians from this 
state in the armed forces of the nation, leav- 
ing a remaining total of 1613 physicians in 
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active practice in our state. The present 
splendid effectiveness of the medical per- 
sonnel of our fighting forces is a result of 
their educational preparation in past years. 
Less than two years ago more than 95 per 
cent of these medical officers were civilian 
doctors, the products of a free and untram- 
meled system of medical education and prac- 
tice. Their performance is truly remarkable. 

Through the courtesy of the Chief of the 
Medical Service, a friend of long standing, 
I recently paid a visit to one of the largest 
army hospitals in the country. I was given 
the freedom of the institution, making daily 
ward rounds, sitting in on conferences, ob- 
serving the methods of managing patients, 
and having the opportunity to converse with 
sick and wounded boys from practically 
every battle front on which our troops are 
engaged. Without exception these soldiers 
were enthusiastic in their commendation of 
the medical care that they received at the 
front and in the general hospital to which 
they had been evacuated. Their appreciation 
of the medical care being given them was 
well deserved. The large staff of physicians 
and surgeons drawn from civilian practice, 
and now caring for almost 2000 soldier pa- 
tients under one roof, was working with ad- 
mirable efficiency and effectiveness. The 
story is the same from every battle front 
abroad, and every military hospital in the 
country. The performance and devotion to 
duty of the medical personnel of our armed 
forces are of the highest order, and are a 
credit to the system which produced them. 
One cannot help but wonder if a regimented 


| 


218 NORTH CAROLINA 


system of medicine could have made the 
same contribution. 

The duties and responsibilities of civilian 
physicians, along with other groups of citi- 
zens on the home front, have been vastly 
multiplied. Because of the increasing short- 
age of physicians brought on by the war, the 
physician remaining at home has much long- 
er hours of work, and the load which he is 
called upon to carry grows heavy and ever 
heavier. In addition to caring for his own 
civilian practice and that of his colleague 
who is on active military duty, he is called 
upon for many and various services by the 
Red Cross, civilian defense organizations, 
public health services, service examining 
boards, medical advisory boards, army in- 
duction boards, Procurement and Assign- 
ment services, the American Medical Asso- 
ciation, national defense committees, war- 
time graduate medical courses, and their 
ramifications throughout the various states. 
He has been called upon to teach the medical 
aspects of first aid and home nursing care 
in conjunction with other agencies, and more 
important still, he is called upon to see that 
the standards of medical education do not 
suffer and that the efficient medical service 
to which the American public is accustomed 
shall be maintained and broadened. 

However satisfied we may be with our 
accomplishments of the past and our contri- 
butions to the war effort, we face an even 
greater challenge in the present, if we are 
to broaden the effectiveness of medical care 
in accordance with public need and demand, 
and at the same time prevent a regimented 
medical world for the returning physicians 
and soldiers, and for the physicians and citi- 
zens of future generations. Overburdened 
and overwrought as the individual doctor is, 
he must for the public good and for his own 
good give time and thought to finding and 
adopting measures that offer a reasonable 
hope for at least a partial solution of the 
problems immediately confronting us. 

The greatest single problem, as I see it, 
is to bring about an adequate distribution 
of medical and hospital care at a cost that 
the average American citizen can afford to 
pay. The quality of American medicine is 
the highest in the world today, but it has a 
fundamental defect, in that it does not reach 
all of the people. The problem is one of 


faulty distribution, and this in turn has an 
economic basis. To put it bluntly, good med- 
ical care is, by reason of its cost, beyond the 
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reach of large groups of our people. The 
people are demanding that, in one way or 
another, it be made available to them. Med- 
ical care is no ordinary commodity. It is 
necessary for the happiness of the people 
and the security of the nation. I believe, and 
I know you believe, that every citizen, how- 
ever lowly, and regardless of his financial, 
racial or religious status, is entitled to have 
and should receive the best medical care ob- 
tainable. This belief is a fundamental part 
of the ancient and honorable traditions of 
our calling. 

Deep in the soul of every human being 
there is an intense desire for betterment. 
This desire is now most active. In the United 
States, and in fact all over the world, men 
are on the march—physically, intellectually 
and spiritually. Better informed, they will, 
I believe, discard worthless things and main- 
tain and improve things that are worth 
while. In response to this wave of popular de- 
mand that is surging with increasing volume 
throughout the world, government is at- 
tempting, and rightly, to give the people 
what they need and deserve to have. The 
people of the United States and of North 
Carolina need and will, I believe, receive 
among other worthwhile things an adequate 
distribution of medical and hospital care. 
Organized medicine, on the basis of its 
record and qualifications, deserves to have 
a large share in deciding how the American 
people shall receive this care. We have the 
opportunity to guide and direct the fulfill- 
ment of an urgent social need, and thus per- 
form a distinctive public service. If we do 
not act and act quickly, government will act 
for us—and, I fear, not too well. The tide 
of our opportunity is fast ebbing. Action is 
demanded by public opinion. We need not de- 
lude ourselves. Whatever the ultimate fate 
of the Wagner-Murray-Dingell Bill, we phy- 
sicians should realize that the subject of 
health insurance will remain on the govern- 
ment agenda until medical care is made more 
economical and more widely available. This 
statement I believe is true, regardless of the 
political complexion of the next federal ad- 
ministration. 

I am unalterably opposed to the federal- 
ization of medicine. If we believed that such 
a step would be for the public good, I think 
we as a profession should favor it, even at 
the cost of sacrificing long established pre- 
rogatives; for no minority group in the age 
in which we are living has the moral right 
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to place its own welfare above the public 
welfare. The public good has suffered from 
minority pressure groups, and it is abhor- 
rent to me to think that the medical profes- 
sion might ever become a pressure group, 
seeking special privileges. Federalization of 
medical practice, for numerous well known 
reasons, would not be for the public good. 
The welfare of the body politic demands that 
the present system of medical practice, with 
certain liberalizations, be maintained; and 
at the same time it must be recognized and 
admitted that in the field of medical care, 
the state has an essential function. 

During the past year I have spent many 
hours reading and studying various and 
sundry plans and conferring and corres- 
ponding with my fellow physicians, leaders 
in the field of medical care, and with laymen 
in all walks of life, public spirited and so- 
cially minded citizens. I have wanted the 
advice and counsel of many more of you, but 
time, travel difficulties and other circum- 
stances have prevented me from securing 
them. All this effort has been expended in 
search of the solution which will broaden 
the availability of medical and hospital care, 
and at the same time preserve the integrity 
and freedom of the profession of medicine. 
You know already that no perfect solution 
has been found, but I will briefly discuss 
with you certain problems, and recommend 
specific actions which I believe are construct- 
ive, and which are a step toward an ultimate 
solution. 


First. A campaign to increase the scope 
of non-profit insurance plans in North Car- 
olina. 


The cost of illness, particularly catastro- 
phic illness, falls especially hard on the 
solid, respectable citizens in the low income 
brackets who want no charity, and who 
want and expect to pay their bills without 
government compulsion. Voluntary health 
insurance, it seems to me, is the best means 
of enabling the average man to meet the ex- 
pense of medical and hospital care for him- 
self and his family. We have made an ad- 
mirable beginning in this field, but none of 
the non-profit voluntary hospital insurance 
organizations in our state offer at present 
a policy embracing complete medical cover- 
age. This is the ideal toward which we 
should strive and which must be perfected, 
if voluntary health insurance is ever to be- 
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come an adequate answer to government 
compulsory health measures. 

The North Carolina Hospital Saving As- 
sociation, of Chapel Hill, is sponsored joint- 


‘ly by the Medical Society of the State of 


North Carolina and the North Carolina Hos- 
pital Association. Under able, courageous 
and conscientious leadership it is doing a 
splendid job, and is progressively increasing 
the benefits to its policy holders. For a rela- 
tively small premium it is now offering hos- 
pital, surgical and obstetrical care, and is 
performing a splendid service for the aver- 
age man and his family. It deserves the en- 
thusiastic cooperation and support of organ- 
ized medicine, not as a collecting agency for 
physicians, but as their answer individually 
and collectively to compulsory government 
insurance. The Hospital Care Association, 
of Durham, is another Blue Cross Plan 
under able management which deserves our 
cooperation and support. The Medical Serv- 
ice Association, of Durham, not only offers 
hospital, surgical and obstetrical protection, 
as do the other Blue Cross Plans operating 
in our state, but it goes a step further in 
providing limited medical care to its policy 
holders. Collectively these non-profit organi- 
zations have more than 315,000 members, 
but in a state of three and a half million 
people this is a small beginning. The physi- 
cians of North Carolina should consider it 
their responsibility to bring as many people 
as possible into these plans. Let us remem- 
ber that the success of the voluntary prepay- 
ment principle will be gauged in terms of 
enrollment figures. 

While these plans provide a fair degree 
of protection for their members, it is highly 
desirable, and indeed necessary that a plan 
furnishing complete medical care be offered. 
I am advised by officials of the Hospital Sav- 
ing Association that such care is not, in the 
light of present experience, actuarially 
sound. Further experience will, I sincerely 
hope and believe, make it so. The ultimate 
objective of voluntary health insurance 
should be complete medical care, for a rea- 
sonable premium, to each member of the 
plan. 

I recommend that a state committee for 
the extension of medical care be appointed 
with the specific purpose of increasing the 
number of people insured under these pro- 
grams. This committee should have a sub- 
committee in each county medical society to 
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work with it, their purpose being to urge 
employers to bring their employees into the 
plans. Posters should be placed in each phy- 
sician’s office, and every doctor should urge 
his patients in the low income group to avail 
themselves of the privilege of participating. 
The Auxiliary to the State Society should 
be enlisted in this educational program. Let 
me urge again that our profession use these 
plans, not as collecting agencies, but as a 
means of answering the trend toward gov- 
ernment medicine. 


Second: Care of the indigent sick in 
North Carolina 


I believe the principle which holds that the 
care of the indigent sick is a community re- 
sponsibility to be a sound one. These people 
have in the past been cared for by the 
charity of private physicians and hospitals 
endowed by charitable organizations, or by 
public spirited and compassionate fellow 
citizens. Care of these people is, I believe, a 
local responsibility in which all should share. 
Intelligent use of public funds after ade- 
quate social survey will solve this problem 
without hardship to any one concerned, in a 
manner based on intelligent Christian prin- 
ciples of human brotherhood. 

In this connection the plan of Governor 
Broughton to establish additional hospital 
facilities in the state devoted largely to the 
care of the indigent, and financed by state 
appropriations supplemented by county 
funds and funds from endowments is, I be- 
lieve, a step in the right direction which may 
well serve as a model for similar action by 
other states. It is a movement for social 
betterment which will awaken municipal 
governing boards to their responsibility in 
the care of the indigent, and will be the be- 
ginning of an answer to an objectionable 
over-all federal plan of compulsory health 
measures. If the proposal is carried out, it 
will be the means of training much needed 
medical personnel, and will thereby increase 
the usefulness and effectiveness of an al- 
ready great University. Your Executive 
Committee has endorsed the broad principles 
of this plan. I trust that the physicians of 
North Carolina will wholeheartedly place 
their individual and collective influence be- 
hind the proposed program. 


Third: Sponsorshiv of public health 


We have in North Carolina a State Health 
Department of which we may well be proud. 
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Its record is one of progress and accomplish- 
ment. It is a child of organized medicine and 
a neutral organization with no vested in- 
terest. The physicians of North Carolina 
should continue to support an expanding 
public health program in cooperation with 
the State Board of Health. This expansion 
should be in the fields of preventive medi- 
cine, health education and sanitation. In 
conditions where cure and prevention are 
practically synonymous, as in tuberculosis, 
syphilis and malaria, the State Health De- 
partment has already entered the field of 
curative medicine. There can and should be 
no limit to the expansion of public health in 
the field of preventive medicine, but there 
should be a definite limitation placed on pub- 
lic health activities in curative medicine. If 
this is not done private medical practice will 
suffer. It is an irrefutable truth that private 
medical practice, through its organization 
and influence, has been the greatest single 
force in promoting sound expansion of pub- 
lic health activities. It is also true that if 
public health organizations concern them- 
selves to any appreciable extent with cura- 
tive medicine, their primary function of pre- 
vention will be impaired. There is not, and 
should not be, any essential conflict between 
private practice and public health work. 
They should work together to promote and 
support a continuously expanding public 
health program on a sound, constructive 
and evolutionary basis. 


In this connection I heartily recommend 
that the members of this Society give their 
individual and collective support to the can- 
cer program outlined by your Cancer Com- 
mittee, and endorsed by your Executive 
Committee. A cancer commission as now 
proposed, advising and cooperating with the 
State Board of Health, will leave the pro- 
gram under the direction of organized med- 
icine and perform a public service in an 
urgent need. The Woman’s Field Army for 
the Control of Cancer, and other lay groups 
have effectively called attention to the need 
for a constructive program in North Caro- 
lina to combat the cancer menace. The record 
of our state in this movement is not in keep- 
ing with its general social progress, and in- 
formed opinion is demanding that a con- 
structive program be adopted. If the medi- 
cal profession delays too long in taking this 
program under its direction and guidance it 
will suffer a loss of prestige, and the public 
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good will not be served. I urgently recom- 
mend that the Society endorse and actively 
support this program as a measure of social 
progress. The eventuation of this program 
has been wisely left to the joint judgment 
and discretion of your Cancer and Legisla- 
tive Committees. It is the opinion of these 
two committees and of your Executive Com- 
mittee that any cancer program undertaken 
should be correlated with the over-all pro- 
gram of Governor Broughton. 


Fourth: Post-war planning 


I urgently recommend the appointment of 
a committee on post-war planning, and 
would call to the attention of the committee 
the following facts for their consideration. 

1. The returning soldiers are certain to 
be, and they should be, a potent influence in 
shaping social patterns of the future. I am 
reliably informed that the federal govern- 
ment is going to make an effort to purchase 
complete medical and hospital care for vet- 
erans and their families. Of necessity they 
will have to avail themselves of private hos- 
pital and medical facilities. Such a move- 
ment can well serve as a model for future 
federal care of other groups. This committee 
should determine, so far as our state is con- 
cerned, the status of such a proposal and in- 
sure that the rights of the public and or- 
ganized medicine be protected. 

2. I am also informed that the C.I.O. la- 
bor union has withdrawn its original en- 
dorsement of the Blue Cross Plans in order 
that it may better endorse the Wagner Bill 
for complete medical care. At this point I 
urge again the adoption by Blue Cross As- 
sociations of plans for complete medical 
care, aS soon as actuarial experience war- 
rants it. 

3. Many North Carolina physicians have 
entered the armed services of the nation, in 
most instances at tremendous personal sac- 
rifice. On their return they should be offered 
every available aid in re-establishing civilian 
practices, and in their absence should be pro- 
tected in every possible way against the in- 
roads of foreign refugee physicians locating 
in their sphere of practice. This committee 
should, in conjunction with the State Board 
of Medical Examiners, consistently maintain 
this policy, always keeping in mind the ne- 
cessities of public welfare and local needs. 
Medicine in continental Europe, from 
whence most of the refugee physicians have 
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come, faces one of the darkest periods in its 
history. These men should, I believe, return 
to their native lands and in their accustomed 
environment light anew the torch of medical 


progress. 

4. The chief concern of young medical 
officers, and indeed of many of the older men 
in the service, is how they will obtain post- 
graduate training after the war, hospital 
facilities in which to practice, and the privi- 
lege of working in an unregimented atmos- 
phere. It should be the duty of this com- 
mittee, in conjunction with our own state 
educational institutions and with the Ameri- 
can Medical Association, the College of Sur- 
geons and the College of Physicians, to de- 
vise and initiate practical plans which will 
afford these men the opportunities that they 
desire. We should begin now. 


Summary 


In summary I urge that the Medical So- 
ciety of the State of North Carolina adopt 
as an active program for the coming year: 

First. The extension of non-profit hospi- 
tal and medical insurance programs, partic- 
ularly for low income groups. 

Second. Awakening the public to its re- 
sponsibility for the indigent sick, and in- 
creasing the educational facilities of the 
University by actively and wholeheartedly 
supporting the program outlined by Govern- 
or Broughton. 

Third. Endorsement and support of all 
sound and reasonable public health meas- 
ures. 

Fourth. Immediate planning for the post- 
war period in order to serve in the best man- 
ner possible the public and the returning 
members of the medical profession now in 
the armed forces. 


Conclusion 


In conclusion let me again call your atten- 
tion to the fact that the ever increasing de- 
mand for adequate and economical distribu- 
tion of medical care is deep seated and 
urgent. It will not subside. 

We must as a profession offer an alterna- 
tive program to the ill considered and hasty 
legislation now before the Congress. We 
should proceed not rashly, but on a sound, 
constructive and evolutionary basis, and we 
should proceed now. If we are to meet this 
demand locally by states—and I believe that 
this is the way to meet it—then we must 
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think and act ahead of the federal govern- 
ment or stop talking about states’ rights. If 
sound experiment and experience demon- 
strate that adequate distribution of good 
medical care to all of our people warrants 
the appropriation of supplementary funds 
by state and federal government, then these 
funds should be channeled by the medical 
profession in the light of local needs. Let 
us lend our efforts to constructive action now 
before the tide of our opportunity runs out. 


TREATMENT OF WAR CASUALTIES 


CAPT. WALTMAN WALTERS (MC), USNR, 
U. S. NAVAL HOSPITAL 
CORONA, CALIFORNIA 


The mortality rate among wounded naval 
and marine personnel in this war has been 
approximately 1 per cent. This figure, of 
course, does not represent the total percent- 
age of deaths in battle. The navy expected 
to lose 14 per cent of the men engaged in 
any naval or marine action. So far, we are 
happy to say, the total fatality rate has been 
less than 10 per cent; and among men 
wounded, but not killed outright, the mor- 
tality rate, as reported by Admiral McIntire, 
Surgeon General of the navy, and Admiral 
Chambers of the Medical Corps’, has been 
less than 1 per cent. 

Major General A. A. Vandegrift, when 
asked about factors which contributed to the 
successful fighting on Guadalcanal, stated 
that, to his mind, the three factors of great- 
est importance in the care of the wounded 
were plasma, sulfanilamide, and early trans- 
portation of injured men by air to mobile 
base hospitals. To this list I believe should 
be added morphine and immediate immobili- 
zation of fractures. I should like to quote 
from an editorial which appeared in the 
Military Surgeon of January, 1943: “Ad- 
miral McIntire in a recent radio broadcast 
quoted a medical officer on duty on Guadal- 
canal to the effect that blood plasma was 
the most valuable single article that a medi- 
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cal officer could have with him. For himself 
he said that ‘the blood substitute (plasma) 
program developed by the Army and Navy 
with the American Red Cross is one of the 
greatest single advances in medicine in the 
past century.’ ” 

On Guadalcanal and other islands of stra- 
tegic importance, battalion field hospitals 
were quickly established and hospital corps- 
men were sent out with various raiding 
parties. These hospital corpsmen were able 
to give immediate first aid treatment. The 
wounded men were then transported on 
stretchers to field hospitals, where further 
treatment was given by medical officers and 
corpsmen. Some of the patients were moved 
by air or sea transport, or in ships of the 
line, to mobile hospital units located on other 
islands out of the combat area, hundreds of 
miles away. In these units and aboard hos- 
pital ships definitive treatment was given". 
If the condition of the patients permitted, 
they were sent by sea transport to base hos- 
pitals on other islands still farther away. 
When these men had recovered sufficiently 
they were brought to naval hospitals in this 
country. 

Since July, 1942, I have been on continu- 
ous duty in one of these mainland hospitals, 
and recently I visited four of the other naval 
hospitals in this country which receive most 
of the wounded. I have had an opportunity, 
therefore, to study the effects of various 
types of treatment which these men received 
and to note the condition of patients when 
they are returned to base hospitals in this 
country. Information thus gained was sup- 
plemented by discussions with medical offi- 
cers, nurses and corpsmen who were on duty 
at Guadalcanal and other islands and on 
ships of the line which participated in naval 
engagements. 

In the United States Naval Medical Bulle- 
tin for March, 1943, were two excellent con- 
tributions on the care of the wounded in two 
strategic areas”. One is a report of 4,000 
casualties received aboard one of our hos- 
pital ships over a period of several months. 
This ship was hundreds of miles from the 
combat area, and patients were flown to it 
8. Walters, Waltman: Care of the Injured in War Zones, 

Bull. Am.) Coll. Surgeons 28:115-121 (June) 1943. 

4, (a) Crile, George, Jr.: Experiences of the Surgical Serv- 
ice of the United States Naval Hospital, Auckland, 


New Zealand, With Casualties From the Initial Solo- 
mon Islands Engagement, U. S. Nav. M. Bull. 41:306- 
324 (Mar.) 1948. 

(b) Ferguson, L. K., Brown, R. B., Nicholson, J. T. and 
Stedman, H. E.: Observations on the Treatment of 
Battle Wounds Aboard a Hospital Ship, U. S. Nav. 
M. Bull. 41:299-805 (Mar.) 19438. 
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within a period of twelve to twenty-four 
hours after they were wounded. Ambulance 
ships, transport ships and ships of the line 
transported patients to it also. The mortality 
rate among these 4,000 casualties was less 
than 1 per cent. 

One of the important developments in the 
treatment of the wounded in this war, par- 
ticularly from the standpoint of the navy, 
can be illustrated by the expression, ‘In this 
war the hospital is being carried to the pa- 
tient, whereas in the last war the patient 
was carried to the hospital.” 

Now, how is that done? Hospital corps- 
men, whom we train in the navy, give blood 
transfusions or plasma, stop bleeding, ad- 
minister morphine and catheterize patients. 
They also are trained in the principles of 
first-aid treatment which have been devel- 
oped as a result of surgical investigation and 
surgical practice. 

The principles of first-aid treatment of 
the injured are the same whether the treat- 
ment is administered by the corpsman or by 
the medical officer. A hospital corpsman 
usually accompanies groups or detachments 
of marines who are sent to the various stra- 
tegic combat areas. When a man in his 
group is injured, the corpsman administers 
first-aid but does not attempt to move the pa- 
tient to a battalion hospital. The Japs so 
far have not respected the Red Cross or the 
medical officer or the wounded, but shoot 
everybody in sight. Therefore, the wounded 
usually are not transported in daylight. 
These men are placed on the ground, where 
they have been accustomed to sleeping, and 
are just as comfortable as though they were 
in a bed; when night falls they are trans- 
ported to the battalion hospital. 

In this discussion of the treatment of war 
casualties, please remember the importance 
of the time sequence. If, after a soldier has 
been wounded, shock is prevented by meth- 
ods which I have described and the patient 
is allowed to rest on the ground, he has a 
chance to adjust his physiologic processes 
over the period of a few hours before he is 
transported to the battalion hospital on the 
island. The wounded men usually reach the 
battalion hospital in good condition. There, 
those patients who require surgical treat- 
ment, especially those having abdominal] in- 
juries, are operated on immediately. The 
same procedure is carried out aboard those 
ships sufficiently nearby to receive the 
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wounded. The patients are then moved to 
mobile base hospitals or hospital ships out 
of the combat area. They can rest comfort- 
ably on the decks and the only limit to the 
number of men any ship can carry is the 
surface area of the decks. There are from 
one to three medical officers on each naval 
vessel of any considerable size, and definitive 
treatment is begun immediately, if it is nec- 
essary. Otherwise, it is postponed until the 
patients arrive at the mobile base hospital or 
aboard a hospital ship. 

According to reports from a_ hospital 
ship“ and from one of the mobile base hos- 
pitals“*, the patients are in remarkably 
good condition when they reach these places 
of treatment. The treatment instituted 
aboard ship and in the battalion hospital 
was continued in most instances because the 
patients were progressing very well. It 
seems to me that this is a very fine compli- 
ment to the type of medical and surgical 
care which these men were given in the com- 
bat areas. 


Types of Wounds 


I want to speak briefly of some of the 
types of wounds which occur. First of all, 
a few words regarding the missiles which 
are used: The Japanese have been using a 
.25 caliber rifle, which gives a very high 
muzzle velocity to a bullet fired from it. 
Although such a bullet may make a small 
wound of entrance, it can cause a great deal 
of damage if it hits anything of any consid- 
erable density. Usually the wound of exit is 
much larger than the wound of entrance. 
Shrapnel and exploding bombs throw innum- 
erable, jagged, irregular particles of steel in 
all directions. Bombs can be set to explode 
on contact, or the timing can be delayed so 
that they will explode below decks. When 
the explosion occurs below decks, one has 
to contend with the blast effect of the explo- 
sion, with flash burns from fires, and pos- 
sibly with asphyxiation from gases and 
smoke, in addition to the effects of the fly- 
ing fragments. It is important to recognize 
that these types of injuries may occur even 
when one is treating these patients. 
Concussion blast injuries 

Concussion blast has the same effect on 
the entire body as is usually experienced in 
the thoracic area if one is kicked or hit by 
anything exerting tremendous force. Where- 
as the critical distance from the center of 
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detonation of a given charge of high explo- 
sive in air may be about 20 feet, in water 
this critical distance is increased to at least 
80 feet, since pressure waves travel at least 
four times as fast in water as in air. The 
fatal injuries are usually intra-abdominal 
and intrathoracic. The small or large intes- 
tine may be ruptured over the areas where 
gas is normally encased, or the same loops 
of intestine may become perforated later, 
as a result of intramural hemorrhage. Fol- 
lowing this, there may be devitalization of 
the intestinal wall, minute intestinal perfor- 
ations, localized peritonitis and abscess for- 
mation. The abscess may require drainage. 
Captain Greaves’, Lieutenant Friedell®, 
and others have studied the effect of under- 
water blasts on experimental animals and 
have been able to produce the same type of 
injury which is received by naval personnel 
in water. 

Of 35 patients admitted to a naval base 
hospital five days after the occurrence of 
immersion blast injuries, 16 were ambula- 
tory, having recovered from their intra- 
abdominal injuries. The other half had var- 
ious degrees of peritonitis, with clinical 
symptoms. It was necessary to operate on 
only 2 of the group after they had been ad- 
mitted to the hospital. One of these patients, 
who had recovered from general peritonitis, 
had a residual pelvic abscess which required 
drainage. In the other patient strangulation 
of the intestine had developed because of 
fibrous adhesions which resulted from the 
peritonitis. Exteriorization and _ resection 
were performed and secondary anastomosis 
with a Murphy button was made later“. 

Captain MeMullin, in his foreword to a 
symposium on concussion blast injuries", 
gave an excellent brief summary of the en- 
tire problem. He emphasized the fact that 
treatment is predominantly conservative in 
C., Draeger, R. H., Brines, O. A., Shaver, J. S. 


: An Experimental Study of Underwater 
Concussion, U. S. Nav. M. Bull. 41:339-352 (Mar.) 1943. 
6. (a) Friedell, M. T. and Burke, Richard: Preliminary 
Appended Report on the Causation of Blast Injury, 
U, S. Nav. M. Bull. 41:363-366 ‘Mar.) 1943. 


(b) Friedell, M. T. and Ecklund, A. M.: Experimental 
Immersion Blast Injury; Preliminary Report, U. S. 


Nav, M. Bull, 41:853-363 (Mar.) 1943, 

7. In every case, the injured part of the colon 
should be exteriorized. If a part of the colon 
which is injured is closed by suture and cannot 
be exteriorized, colonic stoma should be made 
immediately, proximal to the site of injury. The 
mortality rate following the adoption of this 
method of treating patients with colonic in- 
juries has been decreased to half of what it 
was during World War I. 


8. MeMullin, J. J. A.: Foreword to Symposium on Immersion 
Blast Injuries, U. S. Nav. M. Bull. 41:1-2 (Jan.) 1948. 
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the majority of the cases. It consists in 
counteracting shock by means of plasma, 
maintaining adequate intake of fluid, and 
reducing intestinal pressure by continuous 
suction, preferably with the Miller-Abbott 
tube. Sulfonamide drugs are administered 
intravenously and oxygen is given to those 
patients who require it. 


Fractures 


According to Goldthwait'’, 65 per cent of 
injuries in World War I were fractures, the 
majority of which were compound. That is 
approximately the proportion of fractures 
in this war. Most of them have been treated 
conservatively, sulfanilamide being placed 
in the wounds and fractured extremities 
splinted by corpsmen. Plaster casts are ap- 
plied for immobilization at a mobile base 
hospital or aboard a transport ship. The 
low incidence of infection of the bone has 
been amazing. Lieutenant George Crile, 
Jr.“*), reporting from a naval base hospital, 
stated that less than 14 per cent of the pa- 
tients with compound fractures admitted to 
that hospital had infected wounds, and that 
in most instances in which infection was 
present it was mild. 

In patients arriving at naval hospitals in 
the United States, it has been astonishing 
to see how infrequently infection has been 
present at the site of fractures of the ex- 
tremities. One nowadays seldom sees a 
Balkan frame or the weights used so fre- 
quently for traction in the last war. If pa- 
tients return with clean wounds and over- 
riding fragments, the fragments can usually 
be brought into position by immediate trac- 
tion and application of a plaster cast. The 
idea is to get the men out of bed as ambula- 
tory patients as quickly as possible, for the 
sake of their morale. 

Amputations have been few. These us- 
ually have been of the guillotine type, per- 
formed on the field, and the patients have 
come back with clean wounds. Sometimes it 
is necessary to do secondary amputations 
at a site of election. Very ingenious methods 
of making temporary pylons — so-called 
wooden legs—have been devised, so that the 
boys can be up and around early and do not 
have to wait for the permanent prosthesis. 
This has been a very important factor in 
contributing to maintenance of morale. In 
9. Goldthwait, quoted by Mattison, J. A.: Some Contribu- 
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one of the hospitals I visited, temporary py- 
lons were being made from corrugated card- 
board obtained from packing boxes. A trun- 
cated cone is made of this material, a bit of 
felt is inserted in the upper end around the 
stump, and a piece of wood, placed in the 
lower end, is used to walk on. A piece of 
window sash is attached to the cone and used 
like a crutch. With this the boy is able to 
get along very well. In other cases a temp- 
orary boot is made of plaster with incorpor- 
ated leg irons; a foot is fashioned on the end 
of this apparatus and the boys walk around 
after two or three days. One young man, two 
or three days after obtaining a temporary 
pylon with an artificial foot, won a “jitter- 
bug”’ contest. Later, of course, a permanent 
prosthesis is fitted. 


Thoracic Wounds 

In commenting on the treatment of thor- 
acic wounds among patients received aboard 
a hospital ship, Ferguson") stated that com- 
plications had been few and mortality low 
in cases in which conservative treatment had 
been given. He and his associates performed 
pleural tapping in the presence of hemo- 
thorax and hemopneumothorax only in cases 
of respiratory embarrassment or for diag- 
nosis when infection was suspected. Crile“ 
stated that out of 10 cases of penetrating 
wounds of the thorax, with varying degrees 
of hemothorax or hemopneumothorax, in 
only 2 was it necessary to aspirate blood from 
the pleural cavity before the patients were 
admitted to the hospital. Although all these 
patients ran a febrile course, with tempera- 
tures of 101 to 102 F., Crile stated that their 
temperatures gradually subsided to normal 
as the blood was reabsorbed. 

Patients who were returned to base hos- 
pitals on the mainland within periods vary- 
ing from four to eight weeks after injury 
were in good condition, even though some 
of them arrived with considerable amounts 
of fluid in the pleural cavity on the side of 
the wound. This fluid was usually serosan- 
guineous and, in most instances, was free 
of infection. In some of the cases, however, 
empyema developed en route to the base hos- 
pital and the patients were treated accord- 
ing to standardized methods. Shrapnel or 
shell fragments in the lungs of these pa- 
tients, if the missiles were not in contact 
with important structures and if there was 
no evidence of change in the pulmonary tis- 
sue in which they were embedded, were 
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allowed to remain. Discussing the possible 
harmful effects of these fragments, Bar- 
nard"® called attention to the fact that, to 
his personal knowledge, such missiles had 
remained in lungs and other tissues of pa- 
tients five years subsequent to the last war 
with no interference to function and with- 
out apparent harmful effect. 

Lacerations and Puncture Wounds 

In contrast to the last war, in which the 
fighting was on the highly cultivated soil 
of France, naval men in this war have re- 
ceived their injuries aboard ships or on 
islands. The soil on these islands usually 
has not been much cultivated and very few 
cases of tetanus have developed. All naval 
personnel receive tetanus toxoid routinely. 
This prophylaxis, plus the plan of leaving 
war wounds open, inserting sulfanilamide, 
and immobilizing the wounded extremity in 
plaster, has prevented the development of 
gas gangrene in most cases. 

The classic debridement of wounds of the 
extremities, practiced universally during the 
last war, has practically disappeared, and 
in its place is the so-called freshening or 
surgical revision, which consists in remov- 
ing only devitalized tissue and the loose, 
partially detached portions of tissue in the 
wound; block excision is not done. The use 
of the sulfonamides, locally and parenter- 
ally, undoubtedly has made revision of 
wounds effective. Only those missiles which 
are causing persistent drainage from the 
wounds, are producing pain, or are in con- 
tact with important structures are removed. 
Those which are deeply buried are left 
alone. 

Burns 

The results of the treatment of burned 
patients at Pearl Harbor by administration 
of plasma and by tanning of the burned 
areas with tannic acid have been described 
by Eckert and Mader", Ravdin and 
Long", and others’®, A 10 per cent aque- 
ous solution of tannic acid is used. Since 
the attack on Pearl Harbor, the disadvan- 
tages of tanning large surfaces and of the 
use of triple dyes have been commented on 
by several authors. In both these methods 
epithelial cells are destroyed. In areas 


10. Barnard: Personal communication to the author. ; 

11. Eckert, G. A. and Mader, J. W.: The “Solace” in Action, 
U. S. Nav. M. Bull. 40:552-557 (July) 1942. 

12, Raydin, I, S, and Long, P, H.: Some Observations on the 
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treated with tannic acid, infection may de- 
velop beneath the eschar and secondary con- 
tracture of the scar frequently occurs. For 
this reason the British discarded the use of 
tannic acid for treatment of burns of the 
extremities and face and substituted the 
triple dye method of Aldrich. Recent work 
indicates that when tannic acid is spread 
over a large part of the body surface, the 
liver suffers deleterious effects. 

Pendleton”, using a preparation of par- 
affin wax, sulfanilamide, and aromatic oils, 
has had excellent results in treating burns 
of all types. The substance must be heated 
so that it can be sprayed. When heat is not 
available, an effective paraffin wax ointment 
is used. After three days the covering of 
paraffin wax is removed by a water spray 
and is applied again. It covers burned areas, 
is not irritating, relieves pain and does not 
injure tissue. It does not confine infection 
beneath it. The only disadvantage of treat- 
ment with the paraffin wax spray is that the 
liquid must be kept warm, or it will solidify. 
Hence, its value as a first-aid measure under 
certain conditions of naval combat is re- 
duced. 

The important thing in the treatment of 
burns is to prevent loss of plasma from the 
burned surface and to combat shock. Oral 
administration of sulfonamides has reduced 
the incidence of infection in burned areas. 
The latest method of treating burns is to 
apply sterile dressings of vaselin gauze and 
a pressure bandage over the burned area. 
The purpose of the pressure bandage is to 
decrease the amount of plasma discharged 
from the burned area and to prevent swell- 
ing. Boric acid ointment may be used in- 
stead of vaselin beneath the pressure band- 
age and, if infection occurs, wet saline dress- 
ings are used. It must be remembered that 
a frequent source of infection of wounds or 
burns is the nasopharynx of the physician 
who dresses the wounds. Hence, wearing a 
mask over the nose and mouth and wearing 
sterile gloves must be part of the operation. 

Of greatest importance is the treatment of 
the patient as a whole, however. According- 
ly, every twenty-four hours, 100 cc. of plas- 
ma is administered for each 1 per cent of 
the body surface that was burned. That is, 
if 10 per cent of the surface is burned, 1,000 
cc. of plasma is given intravenously. The 
14. Pendleton, R. C.: Open Air Paraffin Wax Spray Treat- 
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thirty-six hours subsequent to the injury 
seem to be the critical period. The plan of 
limiting the amount of physiologic saline so- 
lution to an amount equivalent to the volume 
of plasma administered has been demon- 
strated to be practicable. When larger 
amounts of saline solution are injected intra- 
venously, they dilute the colloids in the blood 
stream and may produce edema of the tis- 
sues, as has been reported by Ravdin and 
Long”), 

Following the work of Cohn on the physi- 
ologic effects of human serum albumin in 
the treatment of shock and burns"), this 
substance was accepted by the Medical De- 
partment of the United States Navy as a 
therapeutic agent. Cohn and other workers 
showed that the antishock properties of hu- 
man plasma are possessed by concentrated 
albumin, and that 1 Gm. of albumin will 
attract approximately 15 cc. of water from 
the tissues; 25 Gm. of albumin, therefore, is 
roughly equivalent to 400 cc. of normal hu- 
man plasma. Because of the power of albu- 
min to withdraw fluid from the tissues, it is 
important to follow administration of the al- 
bumin solution with intravenous injection 
of a quantity of physiologic saline or dex- 
trose solution sufficient to prevent dehydra- 
tion. 


Comment and Summary 


Transfusions of blood plasma, application 
of sulfanilamide to wounds, fixation of frac- 
tures and administration of large doses of 
morphine are measures which have been 
employed in the treatment of the wounded 
before shock and infection have a chance to 
develop. Evacuation of the injured by air 
to mobile hospital units and to hospital ships 
in areas out of combat zones has enabled 
definitive treatment to be given within a 
short time after infliction of injuries. Simi- 
lar definitive treatment has been given by 
medical officers aboard ambulance hospital 
ships, ships of the line and _ transports. 
Under these conditions the mortality rate 
among the wounded is approximately 1 per 
cent. The excellent treatment received by 
wounded naval personnel in the hospitals 
overseas and on ships in the Pacific area is 
reflected in\the almost complete absence of 
osteomyelitis. 

Immersion blast and concussion blast in- 


15. Cohn, E. J., quoted by Newhouser, L. PR. and Lozner, E. 
L.: Human Serum Albumin (Concentrated): Clinical In- 
dications and Dosage, U. S. Nav. M. Bull, 40:277-279 
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juries include subserous hemorrhages in 
loops of intestine, perforation, peritonitis 
and formation of abscess. In the thorax, rup- 
ture of interalveolar structures and pneu- 
monia result. 

Good results have been obtained in most 
cases of burns in which treatment has been 
given to the patient as a whole and in which 
the area of the burn has been adequately 
treated. Treatment of the entire patient has 
consisted, for the most part, in intravenous 
infusions of plasma. The burned area itself 
is covered with vaselin gauze or boric acid 
and pressure dressings are applied; the 
sulfonamides are administered by mouth to 
reduce the incidence of infection in the 
burned areas. 

Use of the salt water immersion bath, 
when this method was available, has been 
satisfactory in cases in which large parts of 
the body have been burned; and the paraf- 
fin wax spray method, combined with pres- 
sure dressing and irrigation of the burned 
areas under a water spray, has given good 
results in one of the United States naval 
hospitals. 


Author on foreign service and unable to read the proof. 


HUMAN HEALTH AND THE COMMON 
WEAL 


J. K. HALL, M.D. 
RICHMOND, VIRGINIA 


Dr. William Osler, in opening his Inger- 
soll Lecture at Harvard University many 
years ago, gave expression to the opinion 
that throughout the ages no problem has so 
stretched to aching the pia mater of the 
thoughtful man as the question put so long 
ago and so simply by Job: “If a man die, 
shall he live again?” And we remember that 
the word of the Lord came to Ezekiel, the 
son of Buzi, in the country of the Chaldeans 
on the river Chebar with the fateful mes- 
sage for the wicked: “Thou shalt surely 
die.” And in that category not even the 
most self-righteous dares to doubt that he 
is justly classified. 

All of man’s thinking, all of man’s labors, 
indeed, would seem to be motivated by con- 
cern about the state of his health and the 
number of his days while he dwells in his 
tabernacle of clay; and about his eternal 
destiny after this present-day fitful fever is 
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ended. So tenaciously does man instinctively 
cling to precarious existence in this “moving 
row of magic shadow-shapes” that if he 
should determine to translate himself to a 
better world he would be looked upon as non 
compos and would be subjected to the care 
of special nurses. Are we so materialistic 
in all our philosophy that we either doubt 
the reality of the region that lies far beyond 
the Milky Way, or feel that we lack the 
adaptive capacity that would enable us to 
live forever in congenial association with 
those who had been destigmatized? 

But I must properly leave to the theolo- 
gians discussion of matters spiritual; and I 
must be mindful of my avowal to your presi- 
dent to commune with the assemblage this 
evening briefly, and with what clarity can be 
commanded, about “Human Health and the 
Common Weal’. In that endeavor you would 
not expect me to contemplate man as flesh 
and blood and bone alone. For the hope 
abides, however tenuous it may sometimes 
become, that by some spark of the divine, 
man is differentiated from all those other 
creatures that roam the earth. Were it other- 
wise, why should Paul have fought with wild 
beasts at Ephesus? 

Of all words, spoken and written, those 
most often used in daily life probably bear 
more reference to concern about human 
health than to any other current matter. 
We greet each other with words that refer 
to well-being. The inquiry we make most 
often about friends, acquaintances and loved 
ones relates to the state of their health. The 
last thought tonight of millions and millions 
of parents, with sons engaged in warfare, all 
around the world, will be the dreadful inter- 
rogatory made historic by the great King 
of Israel in uneasiness about his son: “Is 
the young man Absalom safe?” 

Well and welfare, weal and wealth, health 
and hale and hearty—old English words— 
all probably had reference originally to hu- 
man health and well-being. From one Latin 
root our language is enriched by salutary, 
salute, salubrious, salve, salvation, and many 
kindred words. The salutatorian, for ex- 
ample, could scarcely function on the ros- 
trum at commencement unless he were in a 
tolerable state of health. 

The intelligent citizen will offer no dissent 
to the dictum of Benjamin Disraeli: “The 
health of the people is really the foundation 
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upon which all their happiness and all their 
powers as a state depend.” 

Heretofore we have thought the function 
of the public health organization, small or 
large, to be concern about the health of the 
public, of the group, of society; rather than 
concern about the individual, except as a 
constituent of society. Sickness of the indi- 
vidual lessens or nullifies his productive ca- 
pacity. But if the malady from which he 
suffers is easily transmitted, his condition 
may constitute a public menace. 

We are living in the midst of the greatest 
revolution man has ever known. That phase 
of it manifested as warfare is a consequence, 
rather than the cause. Opinions that have 
been heretofore regarded as valid are being 
tested anew; all philosophies are being re- 
examined; the old and accepted is being 
abandoned; the new is being tried out. In 
these unusual circumstances, either the in- 
dividual or the group may make the mistake 
of being too conservative, in protest or in 
fear; or of being too radical, in conformity 
or in imitation. But wholesome and intelli- 
gent concern about the health of the citizen- 
ship cannot be too great, for a puny and im- 
potent people cannot long survive in a highly 
competitive world. 

The proper concern of the public health 
forces of North Carolina is the health of the 
composite citizen of this state. Is the health 
of that non-existent, but real individual 
good and sound? In what way and to what 
extent is that individual’s health lacking in 
wholesomeness and in perfection? Is his 
somatic structure of normal size? Is it well- 
proportioned, symmetrical, sound and vigor- 
ous in parts and in totality? Do length of 
days inhere in the individual as a transmis- 
sion from long-lived ancestors? 

Were it possible for half the number of 
my years to be rolled away, for the past to 
be forgotten, for me to come again home, 
for a billion dollar fund to be accumulated, 
for a public health doctor to become my 
manager, I should launch a campaign that 
would cause all the gubernatorial aspirants 
to develop paralysis agitans, and I should 
spend at least one night in every precinct in 
the state of North Carolina. My platform 
would be: good health for everybody. And 
I should cause even the most acerb and vio- 
lent contest for the governorship of North 
Carolina to seem like a masculine quilting 
party or a croquet tournament. I should 
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encourage the people of the state to adopt 
as their everlasting motto the blessing that 
old Juvenal, the satirist, urged the Romans 
to beg each day of their gods: mens sana in 
corpore sano. What greater gift could the 
gods bestow than a sound mind in a sound 
body? In how few mortals do those dual 
blessings co-exist! 

Were my campaign manager to be suc- 
cessful in his efforts, how should I assure 
the people greater health? The inquiry is 
legitimate. I should ask for legislative 
authority to create a Department of Health. 
The Board of Directors of that Department 
would be large enough in numbers to bring 
into the Board the requisite scientific knowl- 
edge, but as small and compact as possible. 
In organizing such a Board there would be 
no thought of station or of sex, probably 
none of color, and certainly none of politics, 
inasmuch as the enthusiasm of my campaign 
would have swept all political parties out 
of existence. Character and knowledge and 
practical high purpose would constitute the 
requirements for membership on the Board. 
The Department would function under a 
Commissioner and there would be at least 
two Divisions of Health, each headed by a 
director. Tentatively, I should think well 
of a Division of Health and a Division of 
Mental Hygiene. 

All the present public health work now 
carried on by the state should hereafter 
function under the suzerainty of the Depart- 
ment of Health. County and city health work 
would become state health work. The health 
work of the prison system—county, city, 
state—would become a responsibility of the 
Department of Health. And so would the 
medical work done in the schools — city, 
county, state—, all schools supported in part 
or totally by a public treasury. I hear the 
criticism that the state could exercise no 
control] over city or county affairs. But the 
Department of Health would do its work so 
splendidly that the lesser units of govern- 
ment would be glad to yield to the state. 

The Division of Mental Hygiene would as- 
sume responsibility for all those problems 
manifesting themselves as behavior digres- 
sions from the normal and implying some 
disorder of the psyche. Not infrequently it 
is difficult to differentiate mental morbidity 
from physical sickness. For that reason all 
aspects of health disorder should be the re- 
sponsibility of the Department of Health. 
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All the activities of the state hospitals, and 
of the institutions for the feeble-minded, the 
delinquent and the wayward would be car- 
ried on under the auspices of the Division 
of Mental Hygiene. The work of the public 
schools might be helpfully viewed; and to 
those children for whom the printed page 
has no message some appealing manual in- 
struction might be offered. 

Too little is known of the meaning and the 
cause of crime. Little dispassionate scien- 
tific effort is being made to find out what 
criminal behavior means and what sort of 
human beings commit crimes. There is little 
follow-up work of discharged prisoners, in 
an effort to find out if the incarceration has 
hurt or helped them. Little oversight is ex- 
ercised over patients discharged from the 
State Hospitals. The state should feel some 
concern about them and organize some fol- 
low-up care. 

The Department of Health would be called 
upon to devote more and more considera- 
tion to diseases of all kinds—in consequence 
of infections contracted in warfare here and 
there all over the earth. Diseases with which 
we have no familiarity are being introduced 
into our civilization by service men return- 
ing from the tropics and elsewhere. And 
many of the returning warriors have suf- 
fered unusual injuries in body and in mind. 
Many of them will constitute health prob- 
lems for many years. 

The work of the Department in dealing 
with physical diseases should steadily in- 
crease. We are finding out, probably with 
some hurt to our ego, that certain pathologic 
organisms are democratic and will live upon 
lice and fleas and rats and ticks and bed 
bugs and rabbits and hogs and cows as will- 
ingly and as comfortably as upon our aristo- 
cratic human blood. Such creatures appar- 
ently have no respect for the D. A. R’s and 
the Cincinnati. They are parasitic mug- 
wumps. 

An erudite physician told me in my med- 
ical school days that Moses doubtless knew 
of the existence in hogs of trichinae and be- 
cause of that knowledge he forbade the 
Israelites to eat hog meat. Another scholar- 
ly medical teacher voiced the opinion that 
malarial infection finally destroyed in 
Greece the most splendid civilization the 
world has ever known; and that the continu- 
ous presence of malaria had prevented the 
existence of any great city on the shores of 
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the Mediterranean. Luke, village physician 
in Antioch, may have met Saint Paul first in 
response to a call to minister to a malarial 
headache. My learned friend thought Saint 
Paul’s pestiferous malady might have been 
malaria picked up early in his missionary 
travels. We are too little concerned even to- 
day about the effect of disease upon civiliza- 
tion. It is improbable that any intelligent 
people in sound health become decadent. 


We live in association with many animals, 
and much of our food is of animal origin. 
Our knowledge of diseases of animals is 
probably only beginning. Yet we are con- 
stantly finding out that more and more of 
those diseases are transmissible to man. I 
have spoken of brucellosis and of trichinosis. 
There are many others. Yet there are only 
two schools of veterinary medicine in the 
Southern states—one at Auburn, Alabama, 
and another in Texas. In all the area be- 
tween Auburn and Philadelphia there is no 
school of veterinary medicine. Is it any 
great wonder that we people of the Southern 
states are so little concerned about animal 
husbandry? We have little interest in 
thoroughbred stock; and we concern our- 
selves too little about the comfort and the 
welfare of our live stock. We are indifferent 
about their food and about their housing. 
We almost deserve to be infected by them. 

Probably less than 10 per cent of the 
earth’s surface in our Southern country is 
cleared, and not even that much is culti- 
vated; but little of the remaining 90 per cent 
is fenced and pastured. Most of it consti- 
tutes a dead overhead on which the tax must 
be paid. Often our winters are mild and a 
winter pasture would almost sustain live 
stock. But we have not developed the art of 
pasture-making. 

There should be a school of veterinary 
medicine in North Carolina. No other factor 
would cause so much interest in the live 
stock industry. Without dairies there will 
always be an inadequate supply of dairy 
products, with a resultant unhappy effect 
upon the diet and upon the nutrition of the 
people, especially the children. North Caro- 
lina should become a dairy and a cattle state. 
An enriched soil is scarcely possible where 
live stock are scarce. 

I find myself always returning in my 
thinking, perhaps instinctively, to the soil. 
From gardens, fields and orchards, rather 
than from drug stores, should come all the 
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vitamins, all the iron, all the calcium and 
most of the other minerals that are funda- 
mental constituents of our physical struc- 
tures. 

In my boyhood days in Iredell I used to 
look upon the farmer, just before the com- 
ing of the first frost, hurriedly engaged in 
operating his sugar factory. In a branch or 
a creek bottom sorghum cane grew almost 
as luxuriantly as some native wild weed; 
and good food it offered, in juice, in seeds, 
and in hay, if needed, for the family and 
for the animals on the farm. Now we know 
that old-time molasses gives us, in addition 
to sugar, iron in abundance and of easy as- 
similation. Unfortunately we have become 
educated away from the cane patch. In like 
misfortune, we have been turned away from 
appreciation of home-made dried fruits and 
canned fruits and vegetables—by beautiful 
labels and by laziness! 

But most of those foods, vegetable and 
animal, that sustain us, furnish pleasant 
pabulum also for our competitors—bacterial 
and parasitic. He who would have luxuriant 
response to his labors in field, in orchard 
and in garden, and health in his poultry 
yard, amongst his mules, horses, hogs, sheep 
and cattle must have constant counsel and 
help from many scientists in his struggles 
against his foes, visible and invisible. 

Not even because of your high calling and 
your altruism should you expect to escape 
frequent criticism and occasional condemna- 
tion. Your betters, if there be such, have 
suffered the dual experience. But you will 
remember that iron is made the more dur- 
able by being hammered upon. Be _ not 
troubled. Father Kronos is patient and im- 
perturbable, wise beyond our capacity to 
understand, judicious and just; and in the 
end he estimates all mortals and all things. 

In your daily labors in the civic vineyard 
you constantly feel the need of the possession 
of the learning of Aristotle, the wisdom of 
Plato, the serenity of Socrates on the battle 
field of Potidea, the energy of Napoleon, the 
devotion of Dorothea Dix, the adaptability 
of Zebulon B. Vance, and the humanity of 
Jesus. 

Your paramount concern is the health of 
the people. Let consideration for no individ- 
ual and for no cause and for no circumstance 
deflect you from your high duty. No other 
group within the state, small though your 
group is, knows so much about the people 
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of the state—about their health, their habits, 
their potentialities, their hopes, their handi- 
caps, their economic situation—as you. 

Keep an eye ever upon all those sub- 
stances and upon those indulgences hurtful 
to their well-being. What say you of the 
proprietary drugs, many of them toxic and 
habit-forming, that are proffered so freely 
to our people as harmless beneficences by 
many newspapers, by the radio, and across 
the counters at filling stations, at restau- 
rants, and at reputable drug stores? Do any 
members of your force own stock in such 
drug stores or other agencies? Do you call 
upon the editor whose anti-alcoholic editor- 
ial essays are often compassed about with 
advertising columns containing paid com- 
mendations of analgesics and palatable life- 
prolongers and -savers? Do you ask the 
proper agencies of the state government to 
place before your board data in support of 
the health-promoting activities of your 
state-supervised alcoholic stores? Why 
should you not concern yourselves about the 
contribution to good health and to good be- 
havior made by the ingestion of alcoholic 
beverages dispensed by your state stores as 
well as by the bootlegger? What matters it 
where the poison comes from that intoxi- 
cates by direct contact with human proto- 
plasm? 

The state that experiences no ethical dif- 
ficulty in establishing state-owned saloons 
should experience no moral spasm in licens- 
ing so-called regulated houses of prostitu- 
tion. The instinctive hunger momentarily 
gratified in the dwelling-place of Eros is 
teleologically race-continuing; the thirst as- 
suaged by imbibition of rum is race-destruc- 
tive. Probably the most dominant factor in 
the spread of venereal disease is beverage 
alcohol. No real democracy can be interested 
in commercializing any government activity 
for the benefit of the public treasury. De- 
mocracy should constitute a pooling of the 
hopes, the aspirations, the energies, the re- 
sources and the intelligences of sat the people 
for their own welfare. 


Enlargement of the scope of the public 
health work of the state would make wholly 
unnecessary any consideration of the pluto- 
cratic mechanism formulated by United 
States Senator Wagner for the medical care 
of the people of this state. I hope all the 
people of North Carolina know that Senator 
Wagner is German-born and that his hered- 
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ity is probably the most dominant feature of 
his personality. He has long been an office- 
holder, and his sustenance has come from 
the public treasury. I suppose it probable 
that any medical attention needed by him 
has been furnished him by some agency of 
the government. 

All of us know that the intelligent laymen 
of North Carolina, as well as the physicians 
and the nurses, are unwilling for any of our 
people to go without needed medical atten- 
tion and without proper hospital care. The 
state affords medical care of criminals, of 
the feeble-minded, of the so-called insane, of 
state-supported college and university stu- 
dents, of those in county homes and of many 
others who are in need. 

An area-community hospital, serving a 
number of adjacent counties, might be estab- 
lished to care for the helpless indigents, and 
by enlargement and by the addition of 
proper equipment and facilities, serve also 
those not wholly able to provide such care 
for themselves. 

But for too many of the beneficences of 
science the people of the country are obliged 
to go to the towns and cities. The good 
things of science should go to the country. 
Too many of the hospitals are in towns; too 
few in the country. Improved transportation 
facilities will comfortably convey a sick per- 
son by ambulance quickly far into the coun- 
try. Sick people of the city are in need of 
the country. The reverse may not be true. 
I am certain that the medical men of North 
Carolina and the nurses will gladly give 
themselves to the needy sick of the state in 
some such fashion. 

.We do not want—nay, we will not have— 
a medical dictator in North Carolina. The 
Teutonic hope of Senator Wagner would 
make of the Surgeon General of the United 
States Public Health Service such a dictator. 
But that Surgeon General is appointed by 
the President of the United States. Whoever 
that supreme patriot may be, at the given 
moment, he would never have become Presi- 
dent until he had first become a successful 
politician. 

I would gladly see your activities extended 
into concern about the preservation in rural 
areas of locally produced food—vegetable, 
fruit, meats—in community plants, provid- 
ing refrigeration and other methods of safe 
care. There is in every rural community 
too much seasonal prodigality and conse- 
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quent waste, and too much between-seasons 
need. I doubt not at all that more intelligent 
productive and _ preservative cooperative 
community effort would tend to make the old 
state a still greater food-producing area. 

Your observation of the effect of physical 
comfort upon health will cause you to think 
about plans for controlling the temperature 
within the home and within the other struc- 
tures in which people dwell. Too long have 
we lived in subjection to summer’s intoler- 
able heat and humidity and to winter’s grip- 
ping cold. Industrial plants, increasing in 
number and in kind, however beneficent they 
may be in purpose and in product, carry 
with them always potential dangers to 
health and to life. 

You represent, wherever you are, the 
agency provided by society to make the 
health of the citizen better, his life longer, 
his existence safer, his adequacy greater, his 
hopes higher, his life happier, and his con- 
tribution to history more nearly immortal. 
To that end your capabilities should be 
boundlessly enlarged, your responsibilities 
enormously increased, and your enthusiasm 
daily reactivated. You, each of you, symbo- 
lize science devoted to the service of man- 
kind in beneficent, and never in hurtful or 
in destructive activity. 

Thomas Carlyle was probably never well 
and consequently never happy. I have al- 
ways sympathized with dear Jane, his wife; 
and with many another wife, too! But the 
rugged old Scot was always sensible, always 
honest, always truthful and courageous. 
Some of his wisdom I leave with you: “Ill 
health of body or of mind is defeat. Health 
alone is victory. Let all men, if they can 
manage it, contrive to be healthy.” 

And my final words are from Carlyle: “To 
make some work of God’s creation a little 
fruitfuller, better, more worthy of God; to 
make some human hearts a little wiser, man- 
fuller, happier—more blessed, less accursed! 
It is work for a God.” Yea, in all reverence, 
it is labor worthy of a public health worker 
in North Carolina. Pax vobiscum! 


As a nation we still permit smallpox, diphtheria, 
whooping cough, tetanus, typhoid, tuberculosis, 
rheumatic fever, and dozens of other preventable 
diseases to take their annual toll. To be sure, we 
have made great progress in bringing them under 
better control in recent years, but let no one think 
for a single moment, that these killers of mankind 
are incapable of returning to the scene of their 
previous triumphs should we relax temporarily in 
our efforts to keep them in check.—Ear] E. Klein- 
schmidt, M.D., Ohio State Med. Jour., Mar. 1944. 


232 


CONTINUOUS CAUDAL ANALGESIA 
A REPORT ON ITS USE IN 
ONE HUNDRED OBSTETRIC CASES 


ADAM T. THorRP, M.D. 
Rocky MOUNT 


Continuous caudal analgesia has, I believe, 
been the outstanding obstetric subject of 
1943. It is most unfortunate for the medical 
profession that the procedure was _ pro- 
claimed to the lay public before the vast 
majority of physicians had an opportunity 
to learn anything about it. Even more re- 
grettable is the fact that, despite emphasis 
by Hingson and Edwards" on the possible 
dangers of the procedure and the necessity 
of special knowledge and skill in carrying it 
out, women all over the country are demand- 
ing that their physicians use continuous 
caudal analgesia on them. 

Dr. Hingson states”): “The percentage of 
success with this method seems to vary di- 
rectly with the operator’s experience, and 
the percentage of complications and failures 
seems to vary inversely with his experience.” 
For that reason I hesitate to report this 
small series of 100 cases, even though each 
patient had my personal attention through- 
out labor. 


Results 


Twenty of these patients—most of them 
in the early part of the series—had ether 
after going into the delivery room. There 
have been 2 stillborn infants, both breech 
presentations, and 2 that died of atelectasis 
within forty-eight hours after birth. None 
of these 4 deaths can be attributed to the 
effects of continuous caudal analgesia. In 1 
case in which premature twins were deliv- 
ered by cesarean section, this form of anal- 
gesia was used with satisfaction. 

In patients with a rigid cervix this form 
of analgesia has been somewhat disappoint- 
ing to me. Since no one else has mentioned 
this difficulty and since we know that caudal 
analgesia does relax the ordinary cervix, I 
feel that it was due to faulty management 
on my part. In at least 2 of these cases there 
was a history of a rigid cervix with former 


labors, and scar tissue was probably present 
as a result. In 1 case I waited until the cer- 


/ 
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vix was thinned out and dilated more than 
3 cm. before beginning continuous caudal 
analgesia, and got a beautiful result. 

In none of my cases was there any diffi- 
culty in the third stage of labor. No accur- 
ate measurement of the blood loss was made, 
but in no case was it more than 50 cc. in 
amount. No oxytocie drug should be admin- 
istered until after the third stage is com- 
plete. The uterus contracts firmly when con- 
tinuous caudal analgesia is used, and the use 
of any oxytocic drug might cause a trapping 
of the placenta. 

Two women had difficulty in voiding and 
cystitis. This was due to neglect on my part, 
because during labor the bladder was al- 
lowed to become distended. 


Selection of Cases 


It is a mistake to attempt to use continu- 
ous caudal analgesia in every case, or even 
to promise it to those patients for whom you 
may think it will be suitable. For a highly 
nervous individual or an unintelligent per- 
son it is not satisfactory. Dr. Edwards made 
a very true statement when he said’, “You 
can’t relieve pain by putting something in 
the back unless the patient has something 
between the ears.” If the baby’s head is 
crowning or if the delivery is expected in 
less than an hour some other form of anes- 
thesia is preferable. 

A careful analysis of each patient should 
be made, and if for any reason the woman 
is not a suitable subject for caudal analgesia, 
something else should be decided upon. 
Never allow the patient to persuade you to 
attempt to give her caudal analgesia when 
your better judgment tells you not to do so. 
A failure or complication is much worse 
than a disappointed patient. 

There are certain contraindications that 
should always be heeded: 

1. Infection over the site of the area to be 

injected 

a. Furunculosis 

b. Carbuncle or abscess over the area 

c. Infected pilonidal cyst 

d. Pyodermia 

e. Fungous or tinea versicolor 
infection 

2. Anatomical defects 

a. Abnormalities of the sacrum or 
bony obliteration of the sacral 
hiatus 

2, Edwards, Waldo B.: 


author. 
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b. A low lying dura mater in which 
spinal fluid may be aspirated 
through the caudal needle. This is 
an absolute contraindication. 

c. Gross deformities of the spinal col- 
umn such as Pott’s disease, scolio- 
sis, or exaggerated lordosis 

d. Sacrums having no bony dorsal 
arches 

3. Sensitivity to one of the cocaine derivi- 

tives or substitutes 

4. Advanced anemia, unless the proced- 

ure is to be supplemented with the ad- 

ministration of oxygen 

5. Psychic or nervous disorders 

a. A history of hysteria or vasomotor 
instability 

b. Epilepsy 

c. Central nervous system disease 

d. A history of meningitis or encepha- 
litis 

6. Placenta praevia 

7. Bony disproportion between the pelvis 

and the fetus, unless cesarean section 

is anticipated 

8. Extreme obesity, so that the sacral 

hiatus cannot be palpated. 

Continuous caudal analgesia is ideal for 
patients with eclampsia or threatened 
eclampsia. It was used in 8 cases where there 
was an elevation of systolic pressure above 
150 mm. The pressure drops to normal al- 
most immediately and stays there as long 
as the analgesia is continued. 


Technique of Administration 


So far I have been able to make no im- 
provement on the method described by Hing- 
son and Edwards". Suggestions of other 
writers have been tried, but in no instance 
have been found worth continuing. The 
analgesic solution used is 114 per cent 
metycaine, manufactured by Eli Lilly and 
Company. 

There are certain conditions which should 
be fulfilled before continuous caudal anal- 
gesia is started: (1) The head should be en- 
gaged; (2) contractions should be occurring 
at five minute intervals or less; (3) the cer- 
vix should be dilated 3 cm. or more. There is 
a tendency to begin caudal analgesia too 
early in many instances, and this in my opin- 
jon accounts for many of the failures. If 
the patient knows that she will be relieved 
when the pains become too bad, the early 
discomfort can be borne, with the help of 
mental suggestion and the barbiturates. 


The first and third stages of labor are 
shortened when caudal analgesia is used, 
but the terminal part of the second stage is 
prolonged unless outlet forceps are used. 
The babies cry immediately upon delivery, 
and for that reason care must be taken to 
protect the face and free the air passages as 
the head passes through the vulva. 


Complications 


Among the possible complications which 
may occur with the use of continuous caudal 
analgesia are broken needles and infection. 
The former should be prevented by the use 
of the malleable stainless steel needle. The 
peridural space is an excellent culture med- 
ium for bacteria, and the strictest asepsis 
should be employed in starting continuous 
caudal analgesia. It is my rule to change 
clothes and scrub with even greater care 
than when preparing for the delivery. Sev- 
eral cases of peridural infection which 
cleared up under sulfonamide therapy have 
been reported. 

Other complications which have been re- 
ported are unilateral analgesia, bladder dys- 
function, backache, convulsions, headache, 
hysteria, vomiting, and drop in blood pres- 
sure. These are due to the way in which 
caudal analgesia is administered, and can in 
most cases be avoided. There is an increased 
incidence of posterior positions because of 
the relaxation of the levator muscles caused 
by caudal analgesia, but this disadvantage is 
offset by the ease with which the relaxation 
permits manual rotation. 


Summary and Conclusions 


1. Continuous caudal analgesia is not suit- 
able for all cases, but is the ideal analgesia 
where it is indicated. 

2. It should be done only in a _ well 
equipped hospital and by one thoroughly 
familiar with the technique. The best obstet- 
ricians will have trouble unless cognizance 
is taken of this fact. 

8. No oxytocie drug should be given until 
after the third stage of labor, because the 
uterus contracts firmly with the delivery of 
the baby. Blood loss is always less when 
caudal analgesia is used. 

4. Continuous caudal analgesia should be 
started only when labor is definitely estab- 
lished. If there is a history of a rigid cervix 
with former labors, it is wise to wait several 
hours, or until there is at least some thin- 
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ning of the cervix, before beginning caudal 
analgesia. 

5. The babies cry immediately, and there 
is apparently less birth shock to them by 
this than by any other method. 

6. Serious complications will seldom occur 
if the cases are selected carefully, the oper- 
ator is experienced in the technique, and 
strict asepsis is observed. 


FATAL POISONING WITH 
THIOCYANATE IN THE TREATMENT 
OF HYPERTENSION 


KENNETH D. WEEKS, M.D. 
DURHAM 


The thiocyanates have never been ac- 
cepted by the Council on Pharmacy and 
Chemistry of the American Medical Associa- 
tion, and in 1929 the Council advised against 
their use in the treatment of hypertension. 
In spite of this, however, they are still wide- 
ly used in general practice. Since Westphal’s 
reintroduction of the drug in 1926, re- 
ports of fatalities and instances of severe 
poisoning resulting from the use of this 
group of drugs have steadily increased. 


In 1939 Wald, Lindberg, and Barker” 
presented a summary of the toxicology of 
the inorganic thiocyanates, based on ten 
years of clinical experience. They empha- 
sized the importance of differentiating the 
cause of the following signs and symptoms, 
which may be present as a result of the hy- 
pertensive state or may be side-effects of the 
drug used in therapeutic doses: weakness, 
fatigue, nervousness, and gastro-intestinal 
symptoms. They pointed out that, with 
blood levels of less than 8 mg. per 100 cc., 
unpleasant reactions to the thiocyanates, 
when present, are mild, and are usually due 
to the hypotensive effect, disappearing as a 
rule in four to six weeks. The major signs 
and symptoms of poisoning, progressing in 
the order named to coma and death, are ex- 
treme weakness, diarrhea, thyroid enlarge- 
ment, anginal pain, vascularcollapse, arteri- 
al thrombosis, muscular twitchings, psycho- 
sis, and convulsive movements. In a review 
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of the literature from 1931 to 1939, these au- 
thors reported 4 deaths from thiocyanate 
poisoning. In none of these cases was the 
therapeutic dosage exceeded; the blood levels 
were not determined. In the same year Gar- 
vin added another fatal case to this num- 
ber and, after a study of animal experiments 
and human fatalities, described a rather 
characteristic train of symptoms and signs 
leading to death from thiocyanate poisoning. 
These consisted of the symptoms mentioned 
above, with manifestations of a toxic psy- 
chosis (including excitement, disorientation, 
delusions of persecution, confusion and hal- 
lucinations), and of central] nervous system 
irritation. 

In 1941 Russell and Stahl™ reported 2 
more thiocyanate fatalities, in which total 
doses of 9 Gm. and 5.6 Gm. were given dur- 
ing fifteen and fourteen days, respectively. 
The highest blood levels were, respectively, 
18.7 mg. and 21.7 mg. per 100 ce. 

The maximal amount of the drug taken 
by any one patient, as recorded in the re- 
ports of the above fatalities, was 15 Gm. 
over a period of ten days, and the smallest 
amount was 5.6 Gm. in daily doses of 6 
grains over a period of fourteen days. The 
highest concentration of the drug in the 
blood was 21.7 mg. per 100 cc., and was ob- 
tained in the patient receiving the smallest 
dosage. Barker”) has stated that “the opti- 
mum therapeutic level (of cyanate) would 
seem to range between 8 and 12 mg. per 
hundred cubic centimeters and significant 
toxicity begins to appear at from 15 to 30 
mg.” He further stated that “toxicity in- 
creased rapidly above the blood level of 20 
mg., but serious manifestations were not 
noted until levels from 35 to 50 mg. were 
reached.” 

Autopsy studies performed in 3 cases 
failed to show any characteristic pathologi- 
cal changes that could be ascribed to thiocy- 
anate poisoning. 

It is the purpose of this paper to report 
2 more instances of severe potassium thio- 
cyanate intoxication, one in a 41 year old 
married Negro woman, who recovered, and 
the other in a 45 year old white married 
man, whose illness terminated in death. 
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Case 1 


The patient, M. W., was a 41 year old 
Negro woman, who was acutely ill, delirious 
and completely uncooperative when she was 
brought to Duke Hospital on November 28, 
1942. A note from her physician stated that 
she had hypertension and pneumonia. 

Her husband said that she had been a 
known hypertensive for three years and had 
suffered from severe headaches. Six months 
before admission she developed exertional 
dyspnea and her health became so poor that 
she was no longer able to do her housework. 
She had tried various remedies and pre- 
scribed medications, but without relief. At 
that time her physician started her on a 
“red tablet” to be taken three times a day. 
She failed to improve but continued to take 
the red tablets. Headaches, weakness, and 
dyspnea on exertion persisted, and one 
month before admission her doctor pre- 
scribed a green liquid, ten drops three times 
a day—presumably tincture of digitalis. 

One week before being sent to this hos- 
pital she became extremely weak and com- 
plained of severe headache. On the follow- 
ing day she experienced an aching pain in 
her left shoulder that radiated down her left 
arm and made her fingers feel numb. Short- 
ly afterwards she developed a sharp pain in 
her right chest in the region of her breast, 
and the next day coughed up fresh blood. 
She was now acutely ill and began to show 
evidences of delirium and _ hallucination, 
Oliguria developed and she began bleeding 
from the vagina. All medications, including 
red, green, and white tablets and a green 
liquid, had been continued. She was seen at 
this time by her physician, who sent her im- 
mediately to this hospital. 


Physical examination: The patient was a 
well developed and well nourished, slightly 
obese middle-aged Negro woman. She was 
conscious but was obviously irrational and 
disoriented, frequently speaking to her chil- 
dren and husband, who were not present. 
She was perspiring profusely and her pulse 
was rapid. Although her blood pressure was 
180 systolic, 110 diastolic, she appeared clin- 
ically to be in shock. There were no skin 
lesions or palpable lymph nodes. Examina- 
tion of the head, ears, nose, and mouth was 
not remarkable. Ophthalmoscopic examina- 
tion revealed normal discs and fundi. The 
neck was supple, the trachea was in the mid- 
line, and the thyroid was not palpably en- 
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larged. There was no venous engorgement. 
The heart was enlarged moderately to the 
left. There were signs of consolidation at 
the right posterior lung base and a few 
moist rales were heard in that region. The 
left lung was clear to percussion and auscul- 
tation. 

The abdomen was somewhat protuberant, 
but the liver, spleen, and kidneys were not 
felt and there were no signs of free fluid. 
An irregular, firm mass was felt, extending 
from beneath the symphysis to the umbili- 
cus. There was no edema of the extremities 
and the neurological examination was nega- 
tive. 

Accessory clinical findings: The hemo- 
globin was 12.5 Gm., or 81 per cent. The 
differential leukocyte formula was as fol- 
lows: polymorphonuclear segmenters 66 per 
cent, stab forms, 11 per cent, large lympho- 
cytes 1 per cent, small lymphocytes, 5 per 
cent, monocytes 16 per cent. The sedimen- 
tation rate was 46 mm. per hour corrected. 
Blood Kahn and Kline tests were negative. 
Urinalysis showed a specific gravity of 
1.015, a 1 plus reaction for albumin, and no 
sugar; microscopic examination showed 
many granular and hyaline casts, 2 to 5 
white blood cells, and an occasional red 
blood cell; the acetone reaction was 1 plus. 

The blood bromide test was negative. The 
blood sugar was 140 mg. per 100 cc.; the 
nonprotein nitrogen, 45 mg. per 100 ec.; the 
carbon dioxide combining power, 52 volumes 
per cent; plasma chlorides, 576 mg. per 100 
ce. The bilirubin content was not elevated. 
A blood plasma thiocyanate determination 
on the fifth hospital day showed a level of 
32.2 mg. per 100 cc. 

An electrocardiogram showed left axis de- 
viation and signs of left ventricular strain. 
A phenolsulfonphthalein kidney function 
test showed a total of 40 per cent excretion 
at the end of two hours. 

An x-ray of the chest showed a wedge- 
shaped area of consolidation just above the 
right diaphragm in the periphery of the 
lung. The heart was enlarged to the left. 
The area of pulmonary consolidation sug- 
gested an infarct. 

Course in hospital: Throughout the first 
week the patient’s condition remained much 
the same as on admission; she was delirious, 
restless, hallucinative, and incontinent of 
urine and feces. The preliminary clinical 
impression was hypertensive cardiovascular 
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disease, compensated, but with diminished 
cardiac reserve; pulmonary infarction of the 
right lung; and fibromyoma of the uterus. 
Because of the toxic manifestations and the 
history of various medications, drug intoxi- 
cation was suspected and a letter of inquiry 
was written to her local physician. His re- 
ply stated that she had been taking potas- 
sium thiocyanate, 9 grains daily, for several 
weeks, and that her highest blood level had 
been 5 mg. per 100 cc. Other medications 
had consisted of ferrous sulfate, vitamin B 
complex, and tincture of belladonna. A blood 
plasma determination on the fifth hospital 
day showed a potassium thiocyanate level of 
32.2 mg. per 100 cc. The level in the spinal 
fluid was 19.2 mg. per 100 cc. It was thought 
then that thiocyanate poisoning undoubted- 
ly explained her toxic condition. 

Treatment from this time on consisted 
primarily of measures to enhance the excre- 
tion of thiocyanate. Fluids were forced by 
mouth and were given parenterally. On the 
sixth hospital day the thiocyanate level had 
dropped to 21.2 mg. per 100 cc. of blood. 
The temperature at no time was above 38 C., 
but the pulse remained disproportionately 
fast. On the ninth hospital day the level of 
thiocyanate in the blood had dropped to 10.3 
mg. per 100 ec.; the patient was much clear- 
er mentally and was cooperative for the first 
time. One week later the thiocyanate level 
was still 8 mg. per 100 ec., but she had con- 
tinued to become more rational. At the time 
of discharge on the twentieth hospital day 
her temperature and pulse were normal and 
the blood thiocyanate level was 3.7 mg. per 
100 cc. The spinal fluid level at this time 
was 1.2 mg. per 100 ec. All signs of pul- 
monary infarction had cleared and her 
mental status was perfectly normal again. 

Her blood pressure on admission was 180 
systolic, 120 diastolic. When her blood thio- 
cyanate level was 32 mg. per 100 cc., her 
blood pressure was 220 systolic, 120 dia- 
stolic. At discharge, when the thiocyanate 
level was 3.2 mg. per 100 cc., her blood pres- 
sure was 170 systolic, 100 diastolic. 


Case 2 


R. W., a 45 year old white, married textile 
worker was brought to Duke Hospital on 
July 28, 1948, because he had been “out of 
his head” for the previous three days. The 
history was given by his wife, who said that 
he had never had any previous mental 
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trouble and that he had been in fairly good 
health, except for high blood pressure, until 
the present episode. About a year before, 
his family physician had prescribed a red 
liquid medicine, of which he had taken one 
teaspoonful three times a day until his pres- 
ent illness. For several days he had com- 
plained frequently of severe occipital head- 
ache, but had had no cardiac or renal symp- 
toms. He had remained mentally clear and 
had held his job in a textile mill until three 
days before admission, when his wife no- 
ticed that he was confused and “acted 
queer”. The following day his boss sent him 
home because he was talking to himself and 
seemed not to know what he was doing. At 
home he became quite restless and disori- 
ented and developed hallucinations of perse- 
cution and fear. He continued to grow worse 
and was brought to Duke Hospital. There 
was no history of dyspnea, edema, renal 
symptoms, convulsions, paralysis, or trau- 
ma. 

On physical examination the temperature 
was found to be 38 C., the pulse 104, respir- 
ations 22, blood pressure 186 systolic, 120 
diastolic. 

The patient was a poorly nourished, fairly 
well developed white male of 45, moving 
about in bed aimlessly and talking at ran- 
dom in an unintelligible monotone. He was 
completely disoriented and uncommunica- 
tive. The skin was warm, dry and inelastic; 
acneform lesions were scattered over the 
shoulders and back. There was no definite 
cyanosis of the mucous membranes or nail 
beds. The eyes appeared normal. The extra- 
ocular movements could not be tested but 
there were no apparent paralyses. The pupils 
were round and equal, and reacted to light. 
The discs were indistinctly outlined but 
there was no papilledema. There was mod- 
erate tortuosity and venous’ compres- 
sion by the arterioles, and a few old exudates 
were seen bilaterally. No fresh exudates or 
hemorrhages were seen. The neck was re- 
sistant to flexion but was not rigid. The 
Brudzinski sign was positive. The lung fields 
were clear to percussion and auscultation 


and the heart was apparently not enlarged. 


Heart sounds were rather distant; an apical 
systolic murmur was heard. Abdominal and 
rectal examinations were negative. There 
was no clubbing, cyanosis, or edema of the 
extremities. The neurological examination 
was not satisfactory, owing to lack of co- 
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operation, but seemed to be negative. Some 
observers thought the deep reflexes on the 
right were increased. 

Accessory clinical findings: The hemo- 
globin was 10 Gm., or 65 per cent, and there 
were 3,390,000 red blood cells. There were 
5,760 white blood cells, with a normal dif- 
erential. Urinalysis showed a 2 plus reac- 
tion for albumin and 8 to 4 granular casts 
per high power field; the specific gravity 
was 1.014. Kahn and Kline reactions were 
negative. Stool examination was negative. 
The blood nonprotein nitrogen was 80 mg. 
per 100 cc. A portable film of the chest was 
negative. An electrocardiogram showed in- 
version of the T waves in leads 1, 2, and 3. 
A lumbar puncture performed soon after ad- 
mission showed an initial pressure of 115 
mm. The fluid was clear and contained 14 
mononuclear cells per cubic millimeter. The 
Pandy reaction and benzidine test were neg- 
ative, as were the spinal fluid Wassermann 
and colloidal mastic tests. 

Course in hospital: The patient was placed 
on a regimen of supportive treatment, and 
fluids were given parenterally and by stom- 
ach tube. It was thought that the red liquid 
which the patient had been taking was a 
bromide compound, and with this in mind a 
determination of the blood content was re- 
quested. The report that came back stated 
that the test for bromide was unsatisfactory 
because of the presence of a high concentra- 
tion of thiocyanate. Spectroscopic examina- 
tion was positive for sulfhemoglobin, and 
the blood potassium thiocyanate level was 
found to be 36 mg. per 100 cc. No bromide 
was present. It then became obvious that 
the red liquid medicine had been thiocya- 
nate, and this fact was further verified by 
the local physician later. The patient’s con- 
dition grew steadily worse, and by the end 
of the second hospital day he was in coma. 
There were still no gross neurological abnor- 
malities but the neck was somewhat stiff. 

Lumbar puncture was repeated on the 
morning of the third hospital day and this 
time the fluid was found to be grossly 
bloody. There were 120,000 red blood cells 
per cubic millimeter, 155 polymorphonucle- 
ars, and 67 mononuclears. The supernatant 
fluid was erythrochromic. The potassium 
thiocyanate level in the spinal fluid was 22 
mg. per 100 cc. Spinal fluid culture showed 
no growth. 
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The temperature, pulse, and respirations 
continued to rise, and toward the end of the 
third hospital day the patient quietly ex- 
pired. 

Autopsy: The significant abnormalities 
found at autopsy were limited to the heart, 
lungs, kidneys, and brain. The heart showed 
moderate hypertrophy of the left ventricle. 
There was pronounced edema of both lungs 
and fresh pneumonia in the right. The kid- 
neys were greatly reduced in size, the loss 
of cortex being most marked. The cortex of 
each kidney was quite irregular and the 
cortical striations were greatly altered. The 
brain showed the most interesting and puzzl- 
ing lesions in the case. The left temporo- 
parietal region was the site of a subdural 
hematoma which was composed of approxi- 
mately 15 to 20 ce. of clotted blood. There 
was no evidence of trauma and there was 
only slight compression of the brain by the 
blood clot. It had, however, penetrated the 
arachnoid, thus accounting for the blood 
found in the spinal fluid during life. The 
surrounding cortical vessels appeared nor- 
mal and no other pathological changes were 
found that would explain the presence of the 
hematoma. It certainly played no important 
part in bringing about death, as it was quite 
small. 

Microscopic studies showed diffuse scar- 
ring of both kidneys, especially in the corti- 
cal areas; but there is no evidence of acute 
nephritis. There were no pathological 
changes in any of the organs, including the 
brain, that could be ascribed to thiocyanate. 
This is in keeping with autopsy studies of 
previously reported cases. However, in ex- 
perimental studies with normal dogs, Lind- 
berg et al.’ found that toxic doses of thio- 
cyanates given over a long period of time 
produced a microcytic anemia and lowered 
the blood cholesterol and total serum pro- 
teins. Liver damage and bone marrow 
changes were also produced. 


Discussion 


Both of these patients presented a clini- 
cal condition characteristic of severe thio- 
cyanate intoxication, in which psychosis, de- 
lirium, confusion, and signs of central nerv- 
ous system irritation predominated. The 
highest blood level obtained from the patient 
who recovered was 32 mg. per 100 cc., and 


6. Lindberg, H. A., Wald, M. H., Barker, M. H.: Observa- 
tions on the Pathologic Effects of Thiocyanates, Am. Heart 
J. 21:605-616 (May) 1941. 
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in the fatal case it was 36 mg. per 100 cc. 
The latter patient lapsed into coma on the 
third hospital day and died shortly there- 
after. 

Thiocyanate intoxication was not sus- 
pected on admission in either case. 

An unusual feature of both cases, and one 
which has been previously reported in only 
1 or 2 cases, was the occurrence of unex- 
plained vascular phenomena. The patient 
who recovered had clinical, physical and x- 
ray evidence of pulmonary infarction. The 
explanation of its production was not appar- 
ent. In the other patient there was found at 
autopsy, in the left frontoparietal region, a 
subdural hematoma which had ruptured into 
the subarachnoid space. There was no his- 
tory of head injury before death, and no ex- 
planation was found at autopsy. 


Summary 


1. Potassium thiocyanate, frequently used 
as a therapeutic agent in the treatment 
of hypertension, is a dangerous drug and 
is capable of producing fatal intoxica- 
tion, even in minimal therapeutic doses. 

2. It should never be used in the presence 
of reduced kidney function. 
Potassium thiocyanate intoxication pre- 
sents a fairly characteristic clinical pic- 
ture, manifested progressively by weak- 
ness, fatigue, nervousness, gastro-intesti- 
nal symptoms, vascular collapse, muscu- 
lar twitchings, psychosis, hallucinations, 
convulsive movements, coma and finally 
death. 

4. Unexplained vascular phenomena, such 
as pulmonary infarction and subdural 
hematoma, may be found in cases of se- 
vere thiocyanate intoxication. Anginal 
pain, arterial thrombosis and painful en- 
largement of the thyroid may also be pro- 
duced. 

5. No specific pathological changes ascrib- 
able to thiocyanate have been found in 
reported cases of fatal intoxication stud- 
ied at autopsy. 

6. The high cerebro-spinal fluid thiocyanate 
level found in the 2 cases reported above 
suggests that signs and symptoms of se- 
vere poisoning are primarily due to the 
toxic effect on the central nervous sys- 
tem. This is substantiated by the ab- 
sence of significant pathological changes 
in other organs. 
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CARDIOSPASM 


W. H. SpRUNT, M.D. 
and 
JAMES A. HARRILL, M.D. 


WINSTON-SALEM 


The term cardiospasm refers to a definite 
clinical entity in which there is no demon- 
strable pathologic change, but in which food 
and fluids do not readily pass into the 
stomach. It is characterized by dilatation 
and hypertrophy of the esophagus, plus sub- 
sternal pain. 

That there is considerable doubt concern- 
ing the origin of the condition is shown by 
the variety of terms used to describe it. At 
present, cardiospasm is the most generally 
accepted name. Other terms are phreno- 
spasm, esophagectasia, mega-esophagus, 
simple ectasia of the esophagus, preventricu- 
losis, and achalasia of the cardia. 

Cardiospasm was first described about 
1674. In 1900 Mikulicz estimated that about 
100 cases had been reported. In 1908 Plum- 
mer of the Mayo Clinic reported 40 cases. 
In 1912 he reported 166 cases, and by 1941 
he had accumulated a series of 1200 cases. 


Etiology 


In 1882, by means of the esophagoscope, 
Mikulicz demonstrated the absence of or- 
ganic change in this condition. He sug- 
gested that the symptoms might be due to 
spasm of the cardia. In 1900 Rosenheim 
proposed primary atony of the musculature 
of the esophagus as a possible cause. The 
theory most commonly advanced is that the 
condition results from damage to the vagus 
nerve. Other causes suggested have been a 
congenital tendency on the part of the esoph- 
agus to idiopathic dilatation and degenera- 
tion of Auerbach’s plexus. To date the eti- 
ology has not been clearly settled. 


Age and Sex Incidence 


Large series of cases have shown little 
difference in incidence between the sexes. 
The condition may occur at any age, but the 
average has been around 40 years. 


Symptoms 


Cardiospasm may begin rather suddenly, 
but as a rule the symptoms appear gradu- 


Read before the Section on Surgery, Medical Society of the 
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ally. Plummer and Vinson” have described 
three stages of symptoms, as follows: 

First stage: There is discomfort and oc- 
casional pain on swallowing but no regurgi- 
tation of food. It is thought that during this 
stage the cardia intermittently offers resist- 
ance to the passage of foods. 

Second stage: The patient complains that 
the food will not go into the stomach and re- 
gurgitation takes places while he is still eat- 
ing. During this stage the muscle has become 
so strong that food can not be readily forced 
into the stomach. 

Third stage: There is irregular regurgi- 
tation, accompanied by a sensation of weight 
and fullness in the chest. The patient may 
also complain of knife-like pain in the pre- 
cordium. Quite often in this stage food will 
accumulate in the esophagus and be regurgi- 
tated hours later. 


Diagnosis 


The diagnosis depends on the history, 
esophagoscopy, and, most important, the x- 
ray examination. Other conditions which 
must be considered in the differential diag- 
nosis are benign stricture, carcinoma, hys- 
teria, para-esophageal hernia, mediastinal 
tumor, muscular hypertrophy of the cardiac 
sphincter, angina pectoris, peptic ulcer, 
diverticulum of the esophagus, and gall- 
stones”, 

Cardiospasm is quite readily differenti- 
ated from benign strictures by the x-ray pic- 
ture and the history. Eighty per cent of pa- 
tients with strictures give a history of hav- 
ing ingested caustics. X-ray is the procedure 
of greatest usefulness in the differential di- 
agnosis of carcinoma, hysteria, para-esoph- 
ageal hernia, and mediastinal tumor. 


Treatment 


Treatment may be either conservative or 
surgical. Conservative treatment includes 
diet, the results of which have been most 
disappointing, drug therapy, and mechanical 
dilatation of the cardia. Among the drugs 
which have been used for their dilating ef- 
fect are atropine, pilocarpine, papaverine, 
ephedrine, nitroglycerin, and aminophyllin. 
Thiamin chloride has been used, in the belief 
that cardiospasm may be a deficiency dis- 
ease. Rarely have drugs given anything 
1. Plummer, H. S. and Vinson, P. P.: Cardiospasm: Report 

of 202 Cases, M. Clinics N. America 5:355 (Sept.) 1921. 


2. Moore, P. M., Jr.: Diagnosis and Treatment of Cardio- 
spasm, Cleveland Clin. Quart. 7:108-108 (April) 1940. 


more than very temporary relief in true 
cardiospasm. 

The cardia may be dilated with mercury- 
filled bougies, pneumatic dilators®’, or hydro- 
static dilators. These dilators may be passed 
blindly down the esophagus into the stom- 
ach, or they may be passed through the 
esophagoscope, under the guidance of the 
fluoroscope, or over a previously swallowed 
string. Plummer and Vinson have done much 
to popularize the hydrostatic dilator. Their 
technique involves passing the dilator over 
a previously swallowed string until the tip 
has entered the stomach. Forty feet of water 
pressure is then applied for a minute or two, 
the dilator is deflated, and pressure is ap- 
plied again. They both report excellent re- 
sults with this form of treatment. 


Surgical Treatment 


Where conservative treatment has failed 
to give relief, recourse must be had to surg- 
ery. Three distinct types of the lower esoph- 
agus are recognized: fusiform, flask-shaped, 
and sigmoid-shaped. The sigmoid-shaped 
esophagus is the hardest to dilate satisfact- 
orily, and lends itself best to surgery. 

Gray and Skinner of the Mayo Clinic state 
that in a series of 1200 cases of cardiospasm 
surgical procedures have been carried out in 
only 7. They also state, however, that where 
the esophagus is markedly dilated, tortuous 
and lengthened, with angulation at the 
cardia, surgical procedures are necessary 
for correction™?. 

Among the operations which have been 
devised for cardiospasm are those proced- 
ures designed to contract the esophagus, 
those aimed at relieving the spasm of the 
cardia, and those which attack the sympa- 
thetic nerves”), the vagus nerve, Auerbach’s 
plexus, and the phrenic nerve. 

The earlier surgery consisted in abdomi- 
nal incision with dilatation of the cardiac 
portion of the stomach, either through a 
gastrostomy or by invagination through 
the gastric wall. The results with these 
methods were no better than those with the 
conservative methods of dilatation. 

A procedure similar to the Rammstedt op- 
eration for pylorospasm was next attempted. 
This gave only fair results. About 1910 an 
8. Tucker, G.: Cardiospasm: Pneumatic and Mercury Dilator, 

Ann. Otol., Rhin. & Laryng, 48:808-816 (Sept.) 1939. 

4. Gray, H. K. and Skinner, I. C.: Operative Treatment of 

Cardiospasm, J. Thoracic Surg. 10:220-243 (Dec.) 1940. 

5. Eliason, E. L. and Erb, W. H.: Cardiospasm: Report 


of 2 Cases Treated by Resection of Sympathetic Supply 
to Cardiac Sphincter, Am. J. Surg. 85:105-112 (Jan.) 1937. 
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operation similar to the Heineke-Mikulicz 
type of pyloroplasty was recommended and 
some 20 cases were reported by Wendell, 
good results being claimed for all except one. 
Various modifications of this procedure were 
recommended and tried. In 1920 Bier did an 
esophago-gastrostomy, excising a portion of 
the stomach. One of his 2 patients died. 
This operation was given up as being too 
dangerous for a benign condition. 

Esophago-gastrostomy without resection 
remains as the method of choice in these 
cases. Heyrovsky did much to popularize 
this operation. He exposed the stomach 
through a left rectus incision, mobilized the 
cardia and the lower end of the esophagus, 
drew the esophagus into the abdomen as far 
as possible, and then did a side-to-side anas- 
tomosis between the stomach and the esoph- 
agus, sidetracking the cardia. This method 
was quite satisfactory, but left a spur which 
occasionally gave trouble. In 1916 Grondahl 
modified this technique so that the opera- 
tion resembled a gastro-duodenostomy as 
performed by Finney. This has proven to 
be the best type of operation for the cases 
of cardiospasm which are refractory to con- 
servative treatment. 

Esophago-gastrostomy may be performed 
either by a transpleural supra-diaphrag- 
matic approach or by abdominal section. The 
latter method is preferred by most surgeons. 
The technique as described by Oschsner and 
DeBakey’ is best carried out under spinal 
anesthesia or a combination of spinal anes- 
thesia and one of the gases. An upper left 
rectus incision is made, the stomach is 
drawn down, and the peritoneum over the 
esophagus is incised where it is continuous 
with the diaphragm. The esophagus is freed. 
Next by blunt dissection and traction, the 
esophagus is drawn into the abdomen. In 
patients with a sigmoid-shaped esophagus 
much esophagus is available, and it should 
be drawn down as far as possible. A strip 
of umbilical tape is now tied around the 
esophagus to prevent spillage of esophageal 
contents. The esophagus and the stomach 
are next sutured together for about three 
inches. An incision similar to the Finney 
incision for gastroduodenostomy is made 
and the esophagus and the stomach are su- 
tured together. 


6. Ochsner, A. and DeBakey, M.: (a) Surgical Treatment of 
Achalasia of Esophagus, Surg., Gynec. & Obst. 72:290-297 
(Feb.) 1941 (No, 2A); 
Achalasia: Review of Literature and Report of 8 Cases, 
Arch, Surg, 41:1146-1183 (Nov.) 1940. 
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With good anesthesia the operation is 
relatively simple and a water-tight closure 
is readily obtained. The main danger, of 
course, is spillage, with peritoneal contami- 
nation. Ochsner and DeBakey'”) have col- 
lected from the literature a series of 88 cases 
treated by this method, with 5 deaths and 
only 1 poor result. 

An interesting observation is that in pa- 
tients who have been relieved of their symp- 
toms by esophago-gastrostomy, x-ray study 
would give the impression that the condition 
has not been relieved. This finding was true 
in the one case which we have treated by 
operation, and which is reported below. 


Case Report 


This patient was first seen by one of us 
(W.H.S.) in 1932, at which time she was 23 
years of age. She complained of some diffi- 
culty in swallowing liquids and of very oc- 
casional trouble with solids. X-ray examina- 
tion at that time showed a definite but mild 
cardiospasm. Esophageal bougies F 45 and 
F 55 were passed over a previously swal- 
lowed string. This procedure gave much re- 
lief and the patient was not seen again until 
she returned in 1941, complaining of diffi- 
culty in swallowing both solids and liquids. 

On October 5, 1941, esophagoscopy was 
attempted by Dr. Harrill, but he was unable 
to get the esophagoscope into the stomach. — 
X-ray examination at this time revealed an 
enormous, sigmoid-shaped lower esophagus. 
Since the patient had recently lost 25 pounds 
and since it was felt that the size and shape 
of the lower esophagus made dilatation im- 
practicable, surgery was advised. On Octo- 
ber 12 operation was _ performed under 
spinal anesthesia (novocain 120 mg., plus 
cyclopropane). A left rectus incision was 
made. The liver was found to obstruct a 
view of the diaphragmatic opening. The 
hepatic ligament was incised and the liver 
was drawn to one side. The peritoneum was 
incised at the cardio-esophageal junction. 
Definite thickening of the muscle could be 
seen. The stomach was pulled down, so that 
6 to 8 cm. of the esophagus was drawn into 
the abdomen. A tape was then tied tightly 
around the esophagus, and esophago-gas- 
trostomy was performed according to the 
technique of Ochsner and DeBakey, de- 
scribed above. 

The stomach was kept empty for three 
days postoperatively by use of an indwelling 
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tube. Following removal of the tube the pa- 
tient took foods easily, and was discharged 
from the hospital on the fourteenth post- 
operative day. Three months later she had 
regained the lost weight, but an x-ray pic- 
ture made at that time was little different 
from the one taken before operation. 

When seen one year later, she stated that 
she had continued to improve and was hav- 
ing no difficulty in swallowing. 

In conclusion, we feel, from a study of the 
literature and from experience with one 
very refractory case, that surgery should be 
resorted to more often in cases of cardio- 
spasm which do not respond satisfactorily to 
conservative methods. 


Abstract of Discussion 


Dr. H. Max Schiebel (Durham): I should like to 
congratulate Dr. Sprunt on the excellent paper he 
has given us. He has covered all the features very 
thoroughly. 

Our experience in Durham has been virtually the 
same as his. We have had 4 cases during the past 
year and a half and have carried out a similar pro- 
cedure in each of them. 

We feel, as he does, that the operation should be 
done only on those individuals who do not respond 
well to mechanical dilatation by the bronchoscopist. 
Some patients can get along with a treatment of 
this type once a week, but they are unwilling to 
continue to have the esophagoscopic dilator passed 
that often. The procedure is troublesome and up- 
sets nervous patients. They finally get to the point 
where they would rather have some operative pro- 
cedure carried out, or simply stay home and suffer. 

The sigmoid type of esophagus, with its tremen- 
.dous elongation toward the right side, unfortunate- 
ly is rather difficult to dilate. The Mayo Clinic re- 
ports that 7 of their patients under treatment by 
dilatation died as a result of rupture of the esoph- 
agus during the process. 

We have had rather good results with the opera- 
tion in our 4 cases. Some of them have not shown 
any postoperative x-ray changes, but al] of them 
have been tremendously relieved and have gained a 
great deal of weight. 

Dr. J. B. Bonner (Aurora): We have had the same 
difficulty about the esophagoscopy. The pneumatic 
dilators have been more satisfactory. Four or five 
of our patients have one which they are able to pass 
themselves. Some of them have kept the cardia di- 
lated by this means for as long as four years. 


Even in the most disastrous wars it is clear that 
the casualties are trivial in ,comparison with the 
annual morbidity and mortality from wholly pre- 
ventable causes suffered by, the population. Along 
with the expenditure of dizzy billions to combat 
foreign foes, it would seem the part of wisdom _to 
devote a respectable amount of our defense energies 
and resources to the conquest of the ever present 
and very real foes within our domestic circle, if 
for no other reason than the fact that the first line 
of military defense is the health of the civilian 
population. — K. E. Miller, Med. Dir., U. S. Pub. 
Health Serv., Amer. Rev. of Tuber., Dec. 1941. 
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RESECTION OF THE PRESACRAL 
NERVES IN FUNCTIONAL UTERINE 
DYSMENORRHEA 


J. WATTS FARTHING, M.D., F.A.C.S. 
WILMINGTON 


The high incidence of dysmenorrhea and 
the inadequacy of both medical and surgical 
treatments of this complaint are well known. 
The latter point is evidenced by the great 
number of drugs and “patent medicines” 
sold for “periodic pains,” and by the wide 
variety of surgical measures advocated for 
the relief of dysmenorrhea. The purpose of 
this paper it not to encumber the literature 
on this confused subject further, but to re- 
emphasize a procedure that can be carried 
out at the time of other pelvic surgery— 
namely, interruption of the sympathetic 
nerve supply to the uterus by resection 
of the presacral nerves. Such a procedure 
will often relieve painful menstruation of 
the uterine type when all other measures 
have failed. 


Differential Diagnosis of the Type 
of Dysmenorrhea 


Painful menstruation occasioned by defi- 
nite pathological conditions such as cystic 
ovaries, myomas, stenosis and the like 
should, of course, be dealt with by direct 
attack on the causative factor. However, it 
is with that large group of patients in whom 
no evidence of abnormality can be found 
that we are concerned here. This so-called 
functional dysmenorrhea may be of uterine 
or ovarian origin, or a mixture of the two; 
and it is of the utmost importance that an 
accurate differential diagnosis be made if 
good results are to be obtained from sympa- 
thetic surgery. The pain of ovarian origin 
is most often described as dull and aching 
in character, and is usually located in the 
lateral portion of the abdomen or just below 
the umbilicus, often radiating down the 
thighs. It usually begins two or three days 
before the onset of flow and ends before or 
at the time of menstruation. Uterine pain, 
on the other hand, is most often described 
as sharp, knife-like, colicky, or “cramping” ; 
it is located at or near the midline, and may 
radiate to the region of the sacrum. It be- 
gins just before or soon after the commence- 
ment of flow and may last for any length 
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of time, up to the full duration of the period. 
Careful evaluation of an adequate descrip- 
tion of the symptoms will be of considerable 
aid in establishing a _ correct diagnosis. 
Browne” has described two simple proced- 
ures of great value in identifying the source 
of pain. Gentle but firm compression of the 
ovary in bimanual pelvic examination will 
produce a painful sensation similar in char- 
acter and location to dysmenorrhea of ovar- 
ian origin, while the passage of a uterine 
sound simulates that of uterine origin. 


Anatomical Considerations 


The sensory nerves to the uterus are sup- 
plied by the sympathetic system through the 
hypogastric plexus or presacral nerves. This 
plexus extends from the bifurcation of the 
aorta down to the level of the second or third 
sacral vertebra, and lies in the loose areolar 
tissue just behind the posterior peritoneum. 
In the majority of the cases no definite nerve 
trunks can be demonstrated at the operating 
table but only many small filaments in the 
connective tissue. However, in about one- 
fourth of the cases two or three distinct 
nerve bands can be seen. The plexus is us- 
ually about two inches in width and lies 


slightly toward the left of the midline. 
Technique of Operation 


Technically the operation is not difficult, 
provided adequate exposure is obtained®). 
The laparotomy incision should extend up to 
the umbilicus, or just above it, in order to 
allow free access to the region of the last 
two lumbar and first two sacral vertebrae. 
The small intestine is packed off and the 
sigmoid and rectum are retracted to the left. 
The peritoneum is incised longitudinally for 
four or five inches, with the center of the in- 
cision over the sacral promontory. The peri- 
toneal flaps may be stripped from the tissues 
beneath without difficulty, and the dissection 
should be continued laterally until both 
ureters are exposed. This dissection may be 
difficult on the left because of the superior 
hemorrhoidal vessels which accompany the 


ureter. All of the areolar tissue lying be- 


1. Browne, O.: Ovarian Dysmenorrhea; Its Aetiology, Diag- 
nosis and Treatment, J. Obst. & Gynaec. Brit. Emp. 46: 
962-984 (Dec.) 1989. 

2. (a) Learmonth, J. R.: Value of Neurosurgery in Certain 

Vesical Conditions, J.A.M.A. 98:632-635 (Feb. 10) 


1932. 

(b) Learmonth, J. R.: Resection of Presacral Nerve for 
Cord Bladder, Proc, Staff Meet., Mayo Clin. 5:54-56 
(Feb. 26) 19380. 

(c) Curtis, A. H., Anson, B. J., Ashley, F. L. and Jones, 
T.: Anatomy of Pelvic Autonomic Nerves in Relation 
to Gynecology, Surg., Gynec. & Obst. 75:743-750 (Dec.) 
1942, 
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tween the ureters is lifted from the bony 
structures below and stripped upward at 
least to the bifurcation of the aorta and 
downward over the sacrum for a distance of 
2 or 3 cm., care being exercised not to dam- 
age the middle sacral artery. This bundle 
of tissue is then ligated at the upper and 
lower ends of the dissection, and the central 
portion is excised. The peritoneum is closed 
and the operation is terminated in the usual 
manner. 


Results 


The results of presacral nerve resection 
reported by various authors have ranged 
from complete relief of dysmenorrhea in all 
cases to complete failure in 40 per cent of 
the cases), The 2 brief case reports below 
will illustrate both good and poor results: 

Case 1. The patient was a white female, 
aged 18, who was first seen in August, 1941. 
She complained of severe dysmenorrhea 
since the menarche at 13 years of age. The 
pain was described as cramp-like, mid-pelvic 
and sacral, beginning with the onset of flow 
and lasting forty-eight to seventy-two hours. 
The first twenty-four hours always had to 
be spent in bed, and two or three times each 
year the pain required morphine for relief. 
She had had many and varied medical treat- 
ments without benefit. During the past year 
she had had three definite attacks of appen- 
dicitis but had refused surgery. General 
physical examination and routine laboratory 
studies were negative. Bimanual pelvic ex- 
amination, done by rectum, was fairly satis- 
factory, and revealed no evidence of disease. 
Compression of the ovaries caused pain, but 
it was entirely different in character and 
location from that experienced during the 
menses. A diagnosis of uterine dysmenor- 
rhea was made and presacral resection was 
advised. 

Two months later the patient suffered an- 
other mild attack of appendicitis and agreed 
to have an operation. A subacute appendix 
was removed, and the presacral nerves were 
resected. The organs of the pelvis were 
found to be normal. Convalescence was un- 
eventful except for a mild urinary inconti- 
nence which persisted through the twelfth 
postoperative day. 

Six weeks after operation she experienced 
8. Adson, A. W. and Masson, J. C.: Dysmenorrhea Relieved 


by Resection of Presacral Sympathetic Nerves, J.A.M.A. 
102:986-990 (Mar. 81) 1934. 
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the first pain-free period of her life. She 
has been seen at irregular intervals since 
then, and at the last consultation some eight- 
een months after the operation reported that 
she was still entirely free of pain. 

Case 2. The patient was a white female, 
20 years of age, who was first seen on May 
30, 1941. She gave a history and presented 
physical findings typical of acute appendi- 
citis, and surgery was advised. There was 
also a history of severe incapacitating dys- 
menorrhea accompanying each period since 
the menarche at the age of 14. The pain was 
described as being all over the lower abdo- 
men, aching in character, and at times sharp 
and cramp-like. There were usually attend- 
ant headache and nausea. These symptoms 
appeared twenty-four hours prior to the on- 
set of flow and lasted until after cessation 
of flow—a total of seven or eight days. Bi- 
manual pelvic examination, done by rectum, 
was unsatisfactory because of extreme ten- 
derness and poor cooperation. 

An acutely inflamed appendix was _ re- 
moved through a low right paramedian in- 
cision. The uterus and both tubes and 
ovaries were normal. A presacral resection 
was done in an attempt to relieve the dys- 
menorrhea. Convalescence was uneventful 
and the patient was discharged on the 
twelfth postoperative day. 

The first menstruation occurred five weeks 
after operation and was extremely profuse 
and painful. After that the severity of her 
symptoms diminished for about five months 
and has remained constant since then. The 
sharp, cramp-like pains have been entirely 
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absent for over a year now, as have the 
headache and nausea. However, she con- 
tinues to complain of dull aching pains in 
the sides of her pelvis, coming on the day 
before the onset of flow and lasting four or 
five days. 

She is now able to continue her work right 
through each period and says she is about 
60 per cent relieved. 

The first case was properly selected; the 
patient obviously suffered from unmixed 
uterine dysmenorrhea and has obtained com- 
plete relief. The second patient was not a 
suitable subject for presacral resection, since 
the majority of her pain seems to have been 
of ovarian origin. I was not able to make a 
satisfactory differential diagnosis preopera- 
tively. 

It has been my observation that those pa- 
tients in whom the nerve resection is com- 
plete exhibit the transitory urinary inconti- 
nence mentioned in case 1. This is due, of 
course, to the fact that the voluntary sphinc- 
ter of the urinary bladder is controlled by 
these same nerves. Failure to obtain relief 
is probably due to faulty selection of cases 
or to incomplete removal of the nerve-bear- 
ing tissue. 

Summary 

The syndrome of functional uterine dys- 
menorrhea is described and certain aids in 
differential diagnosis are pointed out. 

The technique of presacral] nerve resection 
is described and 2 case reports are given— 


one of a successful operation, the other of 
a partial failure. 
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VI 
JOHN HUNTER (1728-1793) 


FOUNDER OF EXPERIMENTAL 
SURGERY 


Surgery at the beginning of the eighteenth 
century was little more than a trade. It is 
true that there were a few artists among 
the chirurgeons, but surgery as a recognized 
branch of medicine was just emerging from 
centuries of repression by a stultified and 
bigoted profession. It was not until 1745 
that the surgeons in England succeeded in 
separating themselves from the barbers. 


New instruments devised by such leaders as 
Cheselden and Pott made possible the devel- 
opment of many new operations as well as 
the perfection of old ones, but surgery re- 
mained essentially unchanged—an empirical 
method of treatment to be employed only 
under the urge of necessity. At the close of 
the century, however, surgery was no longer 
an art but a science; surgeons were no long- 
er menials but gentlemen. This minor revo- 
lution was brought about almost entirely by 
the genius of one of the greatest surgeons of 
all time, John Hunter. 
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John Hunter, born in Scotland in 1728, 
ten years after his famous brother William, 
went to London at the age of 20, and there 
learned anatomy under his brother’s tute- 
lage. After attending the 
rounds of Cheselden and Pott, he became 
house surgeon at St. George’s Hospital in 
1756. At one time he was enrolled at Oxford, 
but found it not to his liking and left in two 
months. In 1761-62 he acquired first-hand 
knowledge of gunshot wounds as an army 
staff surgeon in the Belleisle Campaign—a 
knowledge he later utilized in writing his 
Treatise on the Blood, Inflammation and 
Gunshot Wounds (1794). After his return 
to London, his reputation steadily grew, and 
at the time of his death he was the undis- 
puted leader of surgery in England. 

He was an avid collector of anatomical, 
pathological, zoological, and _ osteological 
specimens. During his lifetime he collected 
some 13,000 such specimens; these eventu- 
ally formed the foundation for the great 
Hunterian collection of the Royal College of 
Surgeons in London which recently was de- 
stroyed by bombs. Among his pupils were 
Edward Jenner, the discoverer of the effi- 
cacy of vaccination in smallpox, Philip Syng 
Physick, ‘father of American Surgery,” and 
many other famous men. 

John Hunter made no revolutionary dis- 
coveries such as a new anatomy or the cir- 
culation of the blood, but by the devotion of 
his untiring energy to discovering the truth 
he succeeded in making surgery an experi- 
mental science. Surgery, which had been 
merely a mechanical art, was given a firm 
scientific foundation born of experiment. 
Practical surgery was linked directly to the 
laboratory. His admonition to Jenner, 
“Don’t think; try; be patient; be accurate,” 
became the watchword of a new science. 

His passion for experiment led him to in- 
oculate an open wound on his hand with pus 
from a patient with gonorrhea, in an at- 
tempt to prove or disprove the theory that 
gonorrhea and syphilis were different mani- 
festations of the same disease. Unfortunate- 
ly, the patient from whom he obtained the 
inoculum also had syphilis. Hunter con- 
tracted syphilis but not gonorrhea and thus 
confused the two diseases, thinking he had 
demonstrated their common etiology. His 
Treatise on the Venereal Disease (fig. 1) be- 
came a standard text for years, and it was 
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REA TIS 


THE VENEREAL DISEASE. 


By JOHN HUNTER, 


LONDOY, 
SOLD AT No. 13, CASTLE-STREET, LEICESTER-SQUARE. 


MDCCELXXXVI, 


Fig. 1. Title page of A Treatise on the Venereal 
Disease, printed by John Hunter on his own 
press in 1786. (Author’s collection). 


not until 1838 that Ricord separated the two 
diseases and established their autonomy. 

His experiment proved costly to himself; 
for, according to Sir D’Arcy Power, luetic 
cardiovascular disease was ultimately re- 
sponsible for his death in 1793. 

Many surgeons today probably are un- 
aware of the debt they owe to John Hunter. 
It has been said that “He alone made us 
gentlemen.” 

J.C.T. 


The Previous History. It is highly important to 
find out if the patient ever was well. The person 
who had a cast-iron stomach until the age of sixty 
and then began to have distress after every meal is 
almost certain tc have some organic trouble. In such 
cases it is evident that something serious must have 
gone wrong with the machinery, and the physician 
must immediately start hunting for it. The heart is 
failing, or a cancer has started to grow, or a gall- 
stone is starting to move. One does not have to be 
so worried about the woman who says she hasn’t 
had a really comfortable day since she was a girl. 
To be sure, she can have a cancer, but she is far 
more likely to have some functional disturbance 
which is never going to kill her.—Alvarez, Walter 
C.: Nervousness, Indigestion, and Pain, New York, 
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D-DAY 
Word that the long-awaited invasion of 
Europe has at last begun came just as the 
JOURNAL was going to press. The following 
paragraphs written by Mr. John W. Clay‘ 
express so well the feeling of all of us at this 
time that they are reprinted here: 


The hour has struck. D-Day has arrived. 
Men are dying. Women are crying. We do 
not feel like writing. Rather, we feel as 
though we should get on our knees. 

Personally we feel so insignificant in the 
midst of it all. We have done so little on our 
part. They, our boys, are doing so much. 

God grant them victory. Then when peace 
comes again to the earth may men not forget 
God as they have in the past. Let us pray. 


1. mt J. W.: My Notions, Winston-Salem Journal, June 7, 
1944, 
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OUR NEW FEATURES 


At the recent meeting of the newly re- 
elected editorial board of the NORTH CARO- 
LINA MEDICAL JOURNAL, held in Pinehurst 
on May 3, the new features of the JOURNAL 
which have been introduced since the first 
of the year were given official approval. The 
editorial staff now feels safe in calling them 
to the attention of our readers. 

The most recent innovation—and perhaps 
the most valuable one—is the monthly 
“Psychosomatic Conference” which began 
with the April issue. This is contributed by 
the Department of Psychiatry of the Duke 
University School of Medicine and is pre- 
pared by Dr. Maurice H. Greenhill. Since the 
first World War there has been a steadily 
increasing recognition of the importance of 
the emotional factor in the practice of med- 
icine. These “Psychosomatic Conferences” 
should go a long way toward bringing about 
an understanding of the relationship be- 
tween medicine and psychiatry. So far as 
we know, the NORTH CAROLINA MEDICAL 
JOURNAL is the first journal to carry such 
a feature. 

The series entitled “Thumbnail Sketches 
of Eminent Physicians”, edited by Dr. J. C. 
Trent of Duke University, has received much 
favorable comment since it made its appear- 
ance in the January issue. Of the younger 
men in the state Dr. Trent is perhaps the 
greatest authority on medical history. His 
collection of rare editions of medical books, 
from which the illustration for each month’s 
article is taken, is one of the most valuable 
in the country. 

Another feature which was inaugurated 
in the January issue is the publication of the 
“Tuberculosis Abstracts” issued by the Na- 
tional Tuberculosis Association. Although 
the policy of this JOURNAL from the begin- 
ning has been to use, so far as possible, only 
original articles, it was felt that these well 
selected and well prepared abstracts on this 
important phase of medicine should be made 
available to our readers. 

Beginning with the March issue, the 
“Medicolegal Abstracts” which are written 
by Dr. J. F. Owen, Superintendent of the 
State Hospital at Raleigh, were promoted 
from 8 point to 10 point type. This issue 
marked the third anniversary of this depart- 
ment. In the three years that he has been 
contributing these abstracts, Dr. Owen has 
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never failed to meet the deadline for any is- 
sue. Because the staff felt that such faith- 
fulness should be rewarded, and because the 
“Medicolegal Abstracts” have created great 
interest, it was decided to use the larger 
type. 

An editorial in the first issue of the NoRTH 
CAROLINA MEDICAL JOURNAL expressed the 
following wish: “We want every member of 
the Medical Society of the State of North 
Carolina, veteran or fledgling, college pro- 
fessor or intern, to feel that the NORTH 
CAROLINA MEDICAL JOURNAL belongs to 
him.’ This is no less true today than it was 
in January, 1940. If any of our readers has 
any word to say, good or bad, about his 
JOURNAL—about its new departments or its 
old ones—, the editorial] staff will always be 


glad to hear from him. 


* * 


THE REPORT OF THE NATIONAL 
LAWYERS GUILD ON THE WAGNER- 
MURRAY-DINGELL BILL 


If it were not for differences of opinion, 
some wit remarked long ago, there would 
be no horse races. Certainly the world would 
be a less interesting place in which to live. 
Let us hope that the citizens of this country 
may never surrender the right to speak their 
minds on controversial subjects. 

The House of Delegates of the American 
Bar Association, at its annual meeting in 
August, 1943, adopted the following resolu- 
tion: 

Resolved, That the Board of Governors be re- 
quested to appoint immediately a special committee 
to study, analyze and investigate Senate bill 1161, 
and that the Board of Governors give publicity to 


the recommendations and findings of such special 
committee and the action of the Board of Governors 
thereon; be it further 

Resolved, That the House of Delegates is opposed 
to any legislation, decree or mandate that subjects 
the practice of medicine to federal control and regu- 
lation beyond that presently imposed under the 


American system of free enterprise.) 

The report of the committee on the Wag- 
ner-Murray-Dingell Bill was adopted by the 
House of Delegates of the American Bar 
Association on February 28, 1944, and was 
published in full in the Journal of the Amer- 
ican Medical Association for March 11. Its 
conclusion was quoted editorially ‘in the 
NORTH CAROLINA MEDICAL JOURNAL for 
April. It will suffice now to remind our 
readers that the bill was weighed most care- 
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fully by this committee and was found want- 
ing in numerous respects. 

A letter, dated April 25, which came to 
this JOURNAL, brought to our attention an 
interesting sequel to this action of the 
American Bar Association. The letter said, 
in part: 

The National Committee on Social Legislation of 
the National Lawyers Guild, after prolonged study 
and discussion, adopted the enclosed report on the 
Wagner-Murray-Dingell Social Security Bill now 
before Congress (HR 2861; S 1161)... 

We are persuaded that the Bill is an answer to 
one of the most pressing problems before the Amer- 
ican people... 

We respectfully ask that you review our report in 


an early issue of your publication. 
Yours sincerely, 


(Signed) Leo J. Linder, Chairman 
Morris A. Wainger, Secretary 

Apparently the National Lawyers Guild 
bears the same relation to the American Bar 
Association that the Physicians Forum does 
to the American Medical Association. Each 
is composed of a small minority group repre- 
senting the extreme left wing of their pro- 
fession; and each group endeavors to make 
up in vehemence what it lacks in numbers. 

The cover of the committee’s report bears 
the title, “The New Wagner-Murray-Dingell 
Bill’, and the subtitle, ““A New Social Secur- 
ity Charter for America’’. The subtitle epi- 
tomizes the report. 

The Beveridge Report, the report of our 
own National Resources Planning Board, 
and the publications of Falk, Kingsbury 
et al. are cited with the reverence usually 
accorded to Holy Writ. Beginning with Ger- 
many, which “in 1883 established compul- 
sory sickness insurance for industrial work- 
ers,” the European countries are held up as 
shining examples to be followed. 

In order to give the superficial impression 
that the study was not purely perfunctory, 
a few minor suggestions are offered. These 
suggestions would have the bill go even fur- 
ther, if possible, toward complete totalitari- 
anism. For example, the Lawyers Guild 
Committee objects that “the Bill still leaves 
it to the States to determine whether or not 
they will erect standards in conformity with 
a federal standard asa condition of receiving 
Federal Funds... it is clear that a Federal- 
ized, unified public assistance program is 
necessary to assure minimum security for 
the American people.” 
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If the Wagner-Murray-Dingell Bill was 
really given “prolonged study and discus- 
sion’, it is hard to see the fruits thereof in 
the report. A good rubber stamp and suffi- 
cient ink to record the words “We approve” 
after every section of the bill are about all 
the equipment that was needed by the Com- 
mittee on Social Legislation for making its 
report. 

1, American Bar Association Journal, October 1943, p, 602. 
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OUR STATE SURPLUS 


It is always a temptation, when one has 
money in the bank or in one’s pockets, to 
spend more than is necessary. Likewise, it 
is human nature, when there have been a 
succession of prosperous years, to assume 
that good fortune will continue. In the fiscal 
year ending June 30, 1943, North Carolina’s 
state revenue was seventy million dollars; 
this year it will probably be seventy-five mil- 
lion. This is nearly twice the pre-war “take.” 
Our cash surplus is enough, according to 
Governor Broughton, to pay off our entire 
general fund indebtedness. Unfortunately, 
this can not be done, since our state bonds 
are not callable, and could be redeemed only 
at a very high premium. There is nothing, 
however, to prevent the state from following 
the example of New York, the richest state 
in the Union, and locking up this surplus in 
a post-war reconstruction fund. New York’s 
surplus was 163 million dollars—which is, 
per capita, far less than North Carolina’s. 
Governor Broughton, in an address to the 
North Carolina Bankers Association, strong- 
ly recommended such an action on the part 
of-our state. Let us hope that his recom- 
mendation will be carried out. 

Another hope which may be indulged is 
that North Carolina will not continue in- 
definitely to lead the nation in its tax rate. 
One of the ablest editors of the older gener- 
ation once declined by return mail an offer 
to go to a much larger paper in another 
state at almost double his salary, and gave 
as his reason that it was worth the differ- 
ence to live in North Carolina. Doubtless 
many of the present generation feel the 
same way; but many prospective manu- 
facturers from other states have been fright- 
ened off by our stiff taxes. Furthermore, is 
it fair to penalize our own citizens for lov- 
ing their state? 
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HOSPITAL AIDES 


Few will question the aptness of Sher- 
man’s famous definition of war; yet it is 
true that the present world conflict has 
served to bring out some admirable traits 
in human nature. For the most part, the 
people of this country have become more 
neighborly; the milk of human kindness, 
fortunately, does not have to be rationed. 
One of the finest examples of the neighborly 
spirit is the work of the Nurses’ and Dieti- 
tians’ Aides, who have given so generously 
of their time to make it possible for our hos- 
pitals to carry on under the handicaps 
brought about by the manpower shortage. 

While his wife was a patient in the North 
Carolina Baptist Hospital recently, Rev. 
John Arch McMillan, editor of Charity and 
Children, had an opportunity to see for him- 
self the splendid work these women are do- 
ing. The tribute he paid them in Charity 
and Children is so genuine and so heartfelt 
that it is reproduced here. The name of any 
other hospital can be substituted for the 
Baptist Hospital, and all that is said would 
be just as true. 

“We have recently become acquainted with 
one of the finest groups of women we have 
ever met. They are Aides at the Baptist 
Hospital. They are women who give at least 
three hours a day as aides of nurses and 
dietitians. Before becoming an Aide a wo- 
man must take at least eighty hours of train- 
ing and she gives at least 150 hours of serv- 
ice for which she receives exactly nothing 
in way of money, though from what we have 
heard they are paid in gratitude. Some of 
them are teachers who after their day’s 
work, come to the hospital for three hours 
work. Some of them are business women 
and after a full day in store or office they 
come and give three hours of service. Some 
of them are busy housewives and they man- 
age some way to get away for three hours. 
If it were not for these unselfish women it 
would be most difficult for the hospital to 
carry on during these days when there is 
such a shortage of nurses and dietitians. 
... There will be many large gifts made to 
the hospital on Mother’s Day but the ones 
who are giving most are those unselfish and 
industrious women who are known as 
Aides.” 
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CASE REPORTS 


CLINICO-PATHOLOGICAL 
CONFERENCE 


DUKE HOSPITAL 


CHRISTOPHER JOHNSTON, M.D. 
and 
GEORGE MARGOLIS, M.D. 


Presentation of Case 


Dr. CHRISTOPHER JOHNSTON: The patient 
was a 22 year old single white man admitted 
with the complaint of chills and fever of 
three months’ duration. 

His history is entirely negative until 1940, 
when he had four or five episodes of swell- 
ing of the left knee associated with dull, pre- 
cordial aching. The pain in the knee was so 
severe that during the attacks, which lasted 
seven to ten days, he was usually confined 
to bed. Because of these attacks he was dis- 
charged from the army in 1940, but imme- 
diately re-enlisted and was sent to Panama. 
While he was there, the precordial pains re- 
appeared, as did the swelling and pain in the 
left knee, and he was finally discharged 
permanently in 1941. Following this dis- 
charge he was unable to work for six months 
because of repeated swelling of the left knee 
and marked pain on motion of the joint. No 
mention is made of any dyspnea with the 
precordial pain. 

About three months before admission the 
patient had chills and fever daily, with tem- 
perature elevations to 103 and 104 F. He 
was treated for malaria without relief. 
About five weeks before admission the pre- 
cordial pain recurred; it was steady, dull, 
and aching in character, was present every 
day, was aggravated by exertion, and dis- 
appeared only at night while the patient was 
at complete rest. Both ankles and knees 
have been swollen intermittently for five 
weeks. 

On admission his temperature was 38.5 C., 
his pulse 92, respirations 20, blood pressure 
140 systolic, 80 diastolic. He appeared 


chronically ill and his expression was anxi- 
ous, but he was in no acute distress. Both 
knees and ankles were moderately swollen 
and warm; there was some tenderness to 
pressure and marked pain on flexion, but no 
redness. Inspection of the skin failed to re- 
veal any petechiae. No hemorrhages or other 
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abnormalities were found on examination of 
the optic fundi. The heart was not enlarged 
to percussion and the apex thrust was felt 
in the fifth interspace just within the mid- 
clavicular line. A systolic murmur was 
audible over the entire precordium and was 
transmitted to the posterior lung fields, es- 
pecially at the bases. The pulmonic second 
sound was not accentuated. The lungs were 
clear. The tip of the spleen could be felt on 
deep inspiration. 

Accessory clinical examinations revealed 
a hemoglobin of 67 per cent, 3,430,000 red 
cells, and 4,160 white cells with a differential 
showing 54 per cent polymorphonuclears, 
segmented form, 14 per cent stabs, 5 per 
cent juveniles, 12 per cent large lympho- 
cytes, 10 per cent small lymphocytes, 4 per 
cent eosinophils and 2 per cent monocytes. 
The sedimentation rate was 26 mm. in an 
hour, corrected. Blood serology was nega- 
tive. A specimen of urine taken on admis- 
sion showed nothing abnormal; a phenolsul- 
fonphthalein test showed 40 per cent excre- 
tion in the first thirty minutes, and a total 
of 75 per cent in two hours. Fluoroscopy and 
x-ray of the chest showed the heart to be 
within normal limits, and the electrocardio- 
graphic tracing was likewise normal. Bari- 
um swallow revealed no displacement of the 
esophagus. X-ray plates of the left knee 
showed some narrowing of the joint space, 
but no definite evidence of bone erosion. 

Course in the hospital. The patient was 
placed on a high carbohydrate, high vitamin 
diet with 0.6 Gm. of ferrous sulfate and 15 
cc. of Valentine’s liver extract three times 
daily. There was an irregular fever reach- 
ing as high as 39.2 C., and when the first 
three blood cultures all revealed streptococ- 
cus viridans, varying in number from two to 
four colonies per cubic centimeter, a diagno- 
sis of subacute bacterial endocarditis was 
made and he was started on a course of sul- 
famerazine, supplemented by fever therapy. 
Because of the anemia, transfusions were 
given at frequent intervals. After an initial 
dose of 3 Gm. of sulfamerazine he received 
1 Gm. every four hours, and on this dosage 
the blood sulfamerazine level was main- 
tained between 15 and 20 mg. per 100 ce. 
He was given fever therapy with typhoid H 
antigen, with a total of twelve elevations of 
temperature above 39.5 C. Blood cultures 
taken on the fifth, sixth and seventh days 
after the onset of fever therapy remained 
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sterile. The culture on the twelfth day re- 
vealed less than one colony of streptococcus 
viridans per cubic centimeter. It was felt 
that some beneficial result was obtained, and 
the patient was sent home to remain at bed 
rest and was told to return in one month 
for a further course of fever and sulfona- 
mide therapy. 

He returned, according to schedule, and 
gave a history of having had an afternoon 
fever every day following discharge. Five 
days before admission he had had a sudden, 
sharp, knife-like mid-epigastric pain, radi- 
ating to the upper and lower left quadrants. 
The temperature on admission was 37.7 C. 
On the second hospital day he complained of 
severe abdominal pain which, after six 
hours, localized in the right lower quadrant 
with rebound tenderness and referred re- 
bound tenderness and marked rectal tender- 
ness on the right. The leukocyte count had 
risen to 13,000. 

A surgical consultant thought that focal 
areas of infarction were present either in 
the kidney or in the intestine, but appendi- 
citis could not be ruled out. On operation a 
normal appendix was removed. All of the 
abdominal organs appeared to be normal. 
Following operation the irregular daily 
fever went as high as 39 and 40 C. The 
hemoglobin, which had dropped to 55 per 
cent, was raised to 79 per cent by repeated 
transfusions, but his condition seemed so 
poor that it was thought inadvisable to at- 
tempt any fever and sulfonamide therapy. 
The urine at this time gave a 3 plus reaction 
for albumin and showed 3 or 4 white cells 
and 8 or 4 red cells per high power field. The 
patient was discharged on December 17, 
1943, and told to return some time during 
January. 

He returned after an interval of six 
weeks, during which time he had continued 
to have chills and fever. At this time the 
hemoglobin was 39 per cent. The urine 
showed 10 to 15 red cells and a 1 plus re- 
action for albumin. Blood cultures were 
again positive for Streptococcus viridans. 
He remained in the hospital ten days, dur- 
ing which time he received multiple blood 
transfusions. On the day of his death he 
got up in bed suddenly and screamed that 
he was blind; he then fell back in bed. 
Shortly thereafter he began complaining of 
generalized abdominal pain. He died in 


shock four hours later, with physical signs 
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of peritoneal irritation and of free fluid in 
the abdominal cavity. 


Discussion 


Dr. JOHNSTON: There can be no doubt of 
the diagnosis of subacute bacterial endo- 
carditis. We know that the Streptococcus 
viridans rarely, if ever, attacks normal 
valves; and in view of the patient’s past his- 
tory, a diagnosis of old rheumatic heart dis- 
ease would seem most likely. I think it must 
be discarded, however. The history shows 
that until five weeks before his first admis- 
sion the arthritis was confined to the left 
knee, whereas rheumatic fever nearly al- 
ways causes symmetrical joint involvement. 
It is also pertinent that after discharge from 
the army because of the arthritis he was able 
to pass another army physical examination. 
It would seem most unlikely, therefore, that 
any significant cardiac murmurs could have 
been present at the time. 


If we reject the diagnosis of rheumatic 
endocarditis we must postulate some other 
abnormality, such as a congenital deformity ; 
but there seems absolutely nothing, either in 
the history or in the various studies that 
were made, which would enable us to do 
more than make a guess as to the nature of 
the anomaly. A patent interventricular sep- 
tum would seem to fit the clinical findings 
until one remembers that in these cases the 
growth is on the wall of the right ventricle, 
where the column of blood from the left 
ventricle impinges; and any emboli coming 
from the vegetation would, therefore, pass 
into the lungs rather than into the systemic 
circulation. 


Death finally ensued, more than likely, as 
the result of rupture of a mycotic aneurysm. 
If this aneurysm were in the aorta, one 
would expect the blood to dissect retroperi- 
toneally. The clinical evidence, which 
pointed toward the presence of free blood 
in the abdominal cavity, indicates that the 
vessel was more likely one of the mesenteric 
arteries. It seems likely, also, that the at- 
tacks of abdominal pain, for which appen- 
dectomy was done, were caused by a mycotic 
aneurysm with probably a small perforation 
in one of the retroperitoneal vessels. 


Clinical Diagnosis 


Subacute bacterial endocarditis in a pa- 
tient with congenital cardiac defect, the na- 
ture of which is undetermined. Death from 
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rupture of a mycotic aneurysm of an intra- 
abdominal artery. 


Anatomical Diagnosis 


Dr. GEORGE MARGOLIS: Coarctation of the 
aorta, with bacterial endarteritis below the 
coarctation 

Splenic and renal infarcts 

Multiple mycotic aneurysms, with rupture 
of an aneurysm of the superior mesenteric 
artery into the retroperitoneal tissues and 
the peritoneal cavity. 

A detailed description of this case is to 
be presented as part of a paper by Dr. Don- 
ald Bauer and Dr. Lalla Iverson. 


Closing Discussion 


Dr. JOHNSTON. Coarctation of the aorta 
was not suspected, and consequently blood- 
pressure readings in the legs were not re- 
corded. The case illustrates once again the 
tendency of Streptococcus viridans to infect 
any site of vascular deformity, such as a 
patent ductus arteriosus, an arteriovenous 
aneurysm, or such an abnormality of the 
aorta as we have seen today. 


PSYCHOSOMATIC CONFERENCE 
DUKE UNIVERSITY SCHOOL OF MEDICINE 
Medical History and Findings 


Dr. J. A. SEGERSON: A 20 year old mar- 
ried white woman was first seen in the out- 
patient clinic at Duke Hospital on March 31, 
1944. She described herself as having been 
nervous all her life, but said that for one 
year she had had symptoms of markedly in- 
creased nervousness, irritability, insomnia, 
erying spells, and moderate intolerance to 
heat. For ten months she had had dyspnea 
on exertion, orthopnea, and an occasional 
choking sensation which threw her into 


panic. Although her appetite at times was 
ravenous, she had lost eight pounds in the 
course of the past year. Following her 
father’s death in January of this year her 
symptoms became worse. She consulted her 
local doctor, who made the diagnosis of hy- 
perthyroidism and recommended a thyroid- 
ectomy. After two weeks of iodide therapy 
a thyroidectomy was supposedly performed 
under local anesthesia. For an unknown rea- 
son, little or no thyroid tissue was removed, 
however, and the patient gained no relief 
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from her symptoms. Following the operation 
iodide therapy was continued for one month. 
Because her symptoms were not relieved, 
the patient sought help in the out-patient 
clinic of Duke Hospital. She was advised to 
remain at home at complete bed rest; mild 
sedation was given, and it was recommended 
that she return at a later date for another 
thyroidectomy. 

She was admitted to the medical service 
of Duke Hospital on April 10, claiming that 
the night before she had gone “out of her 
head,” and that the symptoms of nervous- 
ness had become intolerable. The physical 
examination showed a thin, very nervous, 
slightly irritable girl whose skin was hot 
and moist. A soft, non-nodular thyroid 
gland was palpable on both sides of the 
midline. Exophthalmos was obvious. The 
heart was not enlarged to percussion. The 
pulse rate was 110, the blood pressure 120 
systolic, 60 diastolic. 

Accessory clinical findings. The hemo- 
globin was 12.6 Gm., or 81.3 per cent. There 
were 4,260,000 red blood cells, with a hema- 
tocrit of 32.5 volumes per cent. The leuko- 
cyte count was 4520, and there were 47.5. 
per cent polymorphonuclears, 9 per cent 
large lymphocytes, 37 per cent small lymph- 
ocytes, 4.5 per cent eosinophils, 1 per cent 
mononuclears. There were slight anisocyto- 
sis and poikilocytosis. The sedimentation 
rate was 5 mm. in one hour. The cholesterol 
content was 107 mg. per 100 cc.; the total 
serum proteins were 6.6 Gm. per 100 ce. 
Blood serology was negative. 

Urinalysis was within normal limits. Gal- 
actose excretion was 3.195 Gm. in five hours. 
A phenolsulfonphthalein test showed 60 per 
cent excretion in one and a half hours. 

X-ray examination showed the lungs and 
heart to be within normal limits. An electro- 
cardiogram was also within normal limits. 
Four basal metabolic readings gave results 
of plus 35, plus 27, plus 37 and plus 43. 

A surgical consultation was requested, and 
the surgeon advised a thyroidectomy. Potas- 
sium iodide was administered, and the basal 
metabolic rate dropped to plus 19. The pulse 
rate dropped from 110-120 to 80-90, while 
there was no alteration in the blood pres- 
sure. On May 6, 1944, a subtotal thyroid- 
ectomy was performed. Following the oper- 
ation the patient had slight hyperthermia 
and tachycardia and was put on sulfadiazine 
therapy. Her pulse rate and temperature 
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then returned to normal. She feels and acts 
less nervous and irritable now than at any 
time since her hospitalization, and, accord- 
ing to her statement, feels better than she 
has for a year. 


Psychiatric History and Findings 


Dr. J. FEARING: This patient claims that 
she has always been nervous. She was born 
on a farm, one of identical twins, and the 
third of six children. Her twin died at the 
age of 3 months, and the patient was very 
ill at that time and almost died also. She was 
raised on a bottle, and says that she was 
rather delicate as a child. She never had any 
enuresis nor was she a feeding problem. She 
has bitten her fingernails all of her life. 
From an early age she remembers having 
anxiety dreams. She dreamed repeatedly of 
falling, of being caught in a fire, of running 
away from Negroes, or of trying to run and 
not being able. She would frequently wake 
from these dreams very much frightened, 
and the idea of the dream would sometimes 
stay on her mind for weeks. The worst 
dreams were of her father. She would dream 
that he was drunk and was going to beat 
her. She was very much afraid of lightning 
and thunder, and this fear was represented 
in her dreams also. The patient states that 
according to her mother, she had a high 
temper and cried and fussed as a child for 
things that she wanted; even now she likes 
to have her own way. 

In the family situation her relationship 
with her father seems to have been the 
strongest influence. The father was an alco- 
holic who was very cruel to the children 
when he was drunk. She feels that she was 
his favorite when he was sober. Even when 
sober, he was rather harsh with his family; 
he insisted on all his children working very 
hard on the farm, and even when they were 
little children he made them work during 
the tobacco season—sometimes as long as 
eight weeks—with inadequate sleep. When 
he was drunk the patient was “scared to 
death.’’ He would curse and threaten to kill 
the children, and sometimes all of them 
would have to run out of the house and hide. 
If he caught one of them he would beat the 
child severely. He once whipped the pa- 
tient with a plough line, so that she had to 
stay in bed for a whole day. He beat up the 
mother frequently and tried to kill her sev- 
era] times. These episodes upset the patient 
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very much. She cried a lot during the years 
from 9 to 12, and during this period she 
Trequently felt very anxious while in school, 
fearing that she would come home and find 
her mother dead. It is difficult for her to 
describe these feelings of anxiety very ac- 
curately; she says only that she feared find- 
ing her mother dead and that she felt quite 
weak. Her father was an invalid for the 
last ten years of his life and died on Janu- 
ary 5, 1944. Since that time the patient has 
dreamed of him frequently, and especially 
of his funeral. Following these dreams she 
wakes up frightened. 

The mother is living and has been in good 
health until the past year. She is somewhat 
nervous, and according to the patient, wor- 
ries a lot about little things. She was kind 
to the children. The patient was very close 
to her mother and was always the child who 
wanted to help at home. She felt the effect 
of her father’s activities more strongly than 
did the other children. 

Of the siblings one is a mental deficient, 
another is of borderline intelligence, two 
have supernumerary digits, and still an- 
other is hypochondriacal. 

At 15 the patient married a farmer, aged 
21. Although she was in love with him, one 
of the reasons for marrying him was to get 
away from home. She felt that she “would 
have gone crazy if she stayed home” any 
longer. She has a daughter, 4, in excellent 
health. Two and a half years ago she had 
a miscarriage at six months. She bled con- 
siderably during the first three months of 
that pregnancy. She feels now that she will 
have no more children because she has not 
become pregnant again since the miscarri- 
age. She has worried a lot about this and 
states, “Another child might make my hus- 
band think more of me; he wants another 
one so bad.” 

She describes her husband as a _ hard- 
working fellow, anxious to make money and 
own his own farm, but she says that he is 
“stingy and wants to accumulate.” He has 
never given his wife much attention or any 
money to spend on herself. She has known 
for over a year that he has been spending 
all of his spare time with a woman living 
nearby, and about four months ago they 
moved to another farm because of this. Re- 
cently when she was sick at home she asked 
to go to town to a doctor, and he refused to 
take her, saying that it was too expensive, 


252 


and that there was nothing wrong with her. 
She went to town anyhow, and when it was 
found that she was really sick, her husband 
was very solicitous. 


Discussion 


Dr. WILLIAM N. NICHOLSON: This pa- 
tient’s present illness is typical of hyperthy- 
roidism, and her complaints of nervousness 
and excessive appetite are as much a symp- 
tom of hyperthyroidism as is weight loss or 
exophthalmos. I cannot remember any pa- 
tient that I have ever followed with hyper- 
thyroidism who did not have some psychi- 
atric disturbance. This is manifest in vari- 
ous ways, for the patient with hyperthy- 
roidism is unstable, from both the physical 
and the psychiatric standpoints. When sur- 
gery is performed on the hyperthyroid pa- 
tient, much care has to be exercised, both 
pre-operatively and _ postoperatively, and 
particularly from the psychological stand- 
point. Unless he is moderately calm emotion- 
ally, the prognosis is not as good. 

A few years ago the postoperative mortal- 
ity rate with thyroidectomies was fairly 
high. These fatalities were associated with 
the so-called thyroid crisis. Today, in this 
hospital, at least, it is very unusual to have 
a fatality postoperatively. I think that this 
improvement has been brought about by 
recognition of the fact that severe liver dam- 
age takes place in hyperthyroidism. Patho- 
logical examination of patients dying in thy- 
roid crises revealed necrosis of the liver 
cells, showing that patients die not from hy- 
perthyroidism, but from acute hepatic insuf- 
ficiency. Our pre-operative routine on the 
medical service is now designed to prevent 
hepatic insufficiency. We put the patient on 
complete bed rest, disturb him as little as 
possible, and administer mild _ sedatives. 
After ten days to two weeks, we put him 
on an extraordinarily high carbohydrate 
diet, which includes supplementary vita- 
mins. After this he is started on iodine. 
Previously we began iodine therapy two or 
three days after putting the patient to bed. 
Pre-operative care, with emphasis on a high 
carbohydrate diet, is one factor in prevent- 
ing thyroid crises. By this method glycogen 
is stored in the liver to prevent acute necro- 
sis of the liver cells. I think that, whether 
the patients are prepared in such a manner 
or not, if liver function tests are performed 
practically all will be found to have some 
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liver dysfunction. This patient has some 
evidence of liver damage, but because of the 
pre-operative management, I would predict 
that this will heal completely without enough 
scarring to give clinical manifestations of 
cirrhosis of the liver. 

Dr. J. OTT: Would glucose given intra- 
venously with insulin help to protect the 
liver? 

Dr. NICHOLSON: These patients usually 
have increased appetites. Candy is placed 
by the bedside, and they eat lots of that. 
Theoretically they get one-half pound a day, 
and in addition they are given 800 to 900 
Gm. of carbohydrate at mealtime. Under 
these circumstances it is not necessary to 
give glucose intravenously. As for giving 
insulin with glucose, I think that is a waste 
of insulin. It certainly does not bring about 
any more efficient storage of glucose in the 
liver. Only if the patient is diabetic should 
insulin be used. 

Dr. M. H. GREENHILL: Dr. Nicholson, you 
have undoubtedly seen more cases of thyro- 
toxicosis than any of us. Is it your impres- 
sion that individuals with thyrotoxicosis are 
at any time different from the average per- 
son so far as emotional make-up is con- 
cerned? 

Dr. NICHOLSON: I think that these pa- 
tients approach normal, but are actually 
never really emotionally normal again fol- 
lowing thyroidectomy. Likewise, I think 
that an individual with diabetes who has ap- 
proached acidosis or who has had insulin re- 
actions on several occasions is never quite 
emotionally normal again. I believe that 
there are definite physico-chemical changes 
within the cells somewhere which are irre- 
versible, and which leave the patient a little 
different so far as his emotional make-up is 
concerned. The number of patients who 
have had thyroidectomies and who return 
complaining of vague gastro-intestinal 
symptoms which appear to be psychiatric in 
origin, or who have various manifestations 
of psychoneuroses is quite striking. 

Dr. GREENHILL: Probably you have never 
seen most of your patients with hyperthy- 
roidism before their first attack of this ill- 
ness. However, if you have had the oppor- 
tunity of treating an individual for another 
medical illness prior to the development of 
thyrotoxicosis, have you had any impres- 
sions concerning the personality of such a 
patient? 


— 


June, 1944 


Dr. NICHOLSON: I remember 8 patients 
whom I treated for other illnesses and who 
later developed hyperthyroidism. One of 
them had a thyroid adenoma which eventual- 
ly became toxic. The other two had come to 
me originally with complaints which proved 
to be on a psychoneurotic basis. I believe 
that perhaps there is a definite alteration in 
personality extending back to childhood. 
The ground must be prepared and fertile 
before the actual over-stimulation of the 
whole body metabolism takes place. 

Dr. GREENHILL: I wonder what observa- 
tions the men on the medical service made 
related to emotional surveys of this patient. 
Was she a problem? 


Dr. E. Levy: She was a good patient. The 
first day she was very much upset and could 
not sleep. We gave her fairly heavy seda- 
tion, and under this treatment, in a single 
room, she quieted down nicely. We moved 
her out on the ward one day because we had 
need of her room for an extremely ill pa- 
tient, and she immediately became more 
nervous and unable to sleep. In addition, her 
pulse rate was increased markedly. Because 
of this flare-up we lost three days in the 
preparation for surgery. 

Dr. LEVY: I wish that Dr. Greenhill and 
Dr. Nicholson would offer some suggestions 
about the differential diagnosis of hyper- 
thyroidism and anxiety state, because we 
have a lot of trouble with that on the wards. 


Dr. NICHOLSON: I don’t think there is 
any laboratory test that we do here which 
will definitely make the diagnosis of hyper- 
thyroidism. The basal metabolic reading is 
the most frequently used, but it may be 
high in the psychoneurotic patient or low in 
the patient with hyperthyroidism. I have 
no explanation for this paradox, except that 
we compare the number of calories con- 
sumed by the patient in a given period of 
time with standards that are not normal but 
are average standards. The most accurate 
laboratory test is the blood iodine level, but 
unfortunately it is too time-consuming for 
any clinical laboratory. I believe that in cer- 
tain cases one has to keep the patient under 
observation for weeks and perhaps months 
before a diagnosis can be made. We all 
know the physical signs of hyperthyroidism, 
such as exophthalmos, tachycardia, thyroid 
enlargement, and certain cardiac findings. 
At one time I would have stated that a pal- 
pable gland was absolutely essential to the 
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diagnosis of hyperthyroidism, but in eight 
months we had 4 patients in whom the thy- 
roid gland could not be palpated and who 
were later unequivocally proven to have thy- 
rotoxicosis. It does become an extremely 
difficult problem at times. 


Dr. GREENHILL: I might at this time say 
something about the differential diagnosis 
of hyperthyroidism and anxiety neurosis 
from the standpoint of psychiatry. Every 
year we see several patients who have had 
thyroidectomies as treatment for anxiety 
neurosis. Thus it would appear that for 
many physicians the differential diagnosis of 
these two states is very difficult. Actually, 
in most of these cases the differential diag- 
nosis need not be difficult, if the exact symp- 
tomatology of anxiety neurosis is under- 
stood. The patient with anxiety neurosis in 
most instances does not look like the patient 
with hyperthyroidism. Certain similarities 
there are, but the contrast is nevertheless 
present. The patient with an anxiety neuro- 
sis has specific, well defined attacks of anx- 
iety which overwhelm him and which pro- 
duce in him a panic state of varying intens- 
ity. The patient with hyperthyroidism, on 
the other hand, is an individual who is con- 
stantly—once his disease begins—subject to 
exaggerated autonomic responsiveness. He 
over-reacts to almost every situation. Both 
the patient with anxiety neurosis and the 
patient with hyperthyroidism complain of 
tachycardia, anxiety and trembling, but the 
thyrotoxic patient does not suffer the over- 
whelming, sudden attacks of panic which 
are the lot of the patient with anxiety neuro- 
sis. In the latter, the attack is set off by no 
specific stimulus in a_ specific setting; for 
some unknown reason, anxiety attacks us- 
ually occur when the patient is in a crowd— 
at a movie, in church, or in a store, for ex- 
ample. In the hyperthyroid patient, on the 
other hand, the attacks of palpitation and 
the feelings of anxiety are precipitated by 
a specific stimulus in no definite setting. 
Physical exertion, heat, noise, and being 
startled are the usual stimuli. One other 
point might be mentioned: the patient who 
complains of choking is very seldom a hyper- 
thyroid patient. In a series of cases at the 
Massachusetts General Hospital™, only 15 
per cent of patients with proven hyperthy- 
roidism experienced choking sensations as 
a symptom. Therefore, there is an 85 per 

1. Cohen, Mandel E.: Personal communication. 
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cent chance that any patient who complains 
of choking is a neurotic. 

Dr. LEvy: Don’t you believe that any pa- 
tient in whom there is a doubt about this 
specific differential diagnosis should be kept 
under observation for at least two or three 
months before surgery is attempted? 

DR. GREENHILL: If there is any doubt, it 
is better to wait than to operate. Not only 
is it unfair to subject a patient to unneces- 
sary surgery, but in addition a patient with 
anxiety neurosis who has had a thyroidec- 
tomy has a poorer prognosis for recovery 
from his neurosis than one who has not had 
surgery of this type. 

Dr. LEVY: From some of the cases that 
we see, it would appear that some physicians 
immediately recommend surgery upon see- 
ing any patient who complains of anxiety 
and tachyeardia. This happens especially 
with young girls. Would you do a thyroid- 
ectomy on a 15 or 16 year old girl? 

Dr. NICHOLSON: It depends entirely upon 
the severity of the symptoms at that time. 
If the patient is showing definite evidence 
of cardiac involvement or hepatic insuffici- 
ency, there is no alternative. Otherwise, it 
is better to watch her for a period of time 
and treat her medically. We often lose sight 
of the fact that there is a medical treatment 
for hyperthyroidism. Surgical treatment, of 
course, is superior to any other type, but 
after all one can carry these patients along 
medically. Certainly I agree with you that 
it is to be deplored that a pateint who has 
a single basal metabolic reading of plus 30 
and complains of nervousness is started im- 
mediately on iodine or sent at once to a sur- 
geon for a thyroidectomy. 

Dr. J. FEARING: Everyone has remarked 
on the hyperthyroid patient’s sensitivity to 
emotional stimuli, and of course this has 
been recognized for a long time. I am inter- 
ested particularly in the background of the 
hyperthyroid patient and in some of the 
factors that may set off hyperthyroidism. 
Gower in 1895, speaking of Graves’ disease, 
said!: “No immediate cause is so frequent 
as emotion, sudden terror, or prolonged dis- 
tress.”” This point was corroborated in a 
series of 5,000 cases that were collected by 
Bram? in 1934. In this large group sudden 
or repeated emotional trauma set off the 
hyperthyroidism in 67 per cent of the cases. 
2. Gower, W. R.: A Manual of Diseases of the Nervous 

Svstem. ed. 2. London, J. A. Churchill, Vol. 2, 1893, p.878. 


38. Bram, Israel: Psychic Trauma in the Etiology of Graves’ 
Disease, Am. J, Psychiat, 92:1077-1094 (March) 1936. 
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Furthermore, when the histories of these 
patients were carefully investigated, the in- 
cidence of emotional precipitating factors 
was found to be as high as 90 per cent. These 
were not vague psychiatric traumas, but 
such catastrophes as train wrecks, fires, and 
the sudden loss of loved ones. On the other 
hand, a great many people have experiences 
like these which do not produce hyperthy- 
roidism. Therefore, Conrad) tried to find 
out what such experiences really meant to 
the patients who went through them. She 
explored a number of cases of thyrotoxicosis 
and found that in a large percentage, deep 
attachment to the mother, particularly in 
the case of girls, plus a threat to the moth- 
er’s security, is a factor in the background 
of these patients. The hyperthyroid consti- 
tution has also been described. Frequently 
these patients are sensitive, emotional, intel- 
ligent, and quick in action. Long-term anx- 
iety frequently precedes the onset of hyper- 
thyroidism. 

This case today shows some of these fac- 
tors. The patient is a frail, nervous person, 
delicate through childhood, and having ex- 
perienced long-standing anxiety. This anx- 
iety throughout her life has never been in 
the nature of real anxiety attacks, but has 
been diffuse, which is said to be the type 
more commonly found in the background of 
patients with hyperthyroidism. There is also 
strong attachment to the mother, and dur- 
ing the patient’s childhood, there was with- 
out doubt grave threat to the mother’s se- 
curity. 

Dr. GREENHILL: In summary, then, we 
have a young woman who throughout her 
life has had symptoms of exaggerated auto- 
nomic responsiveness or instability, and who 
has shown evidence of considerable anxiety, 
emotionally felt, somatically expressed, and 
further experienced through anxiety 
dreams. There were also a number of spe- 
cific situations in her life which kept her in 
a more or less constant state of anxiety. I 
am thinking in particular about the constant 
fears she had, related to her alcoholic father. 
Suddenly, at the age of 19, these anxiety 
traits became accentuated, and she devel- 
oped additional symptoms which led to the 
unequivocal diagnosis of hyperthyroidism. 
This diagnosis has been made by the medical 
service on the basis of exophthalmos, en- 


4. Conrad, Agnes: The Psychiatric Study of Hyperthyroid 
Patients, J. Nerv. & Ment. Dis. 79:505-529 (May); 656- 


676 (June) 1934, 
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larged thyroid gland, intolerance to heat, 
tremor, weight loss, voracious appetite, 
lymphocytosis, hepatic insufficiency, persist- 
ent tachycardia, marked elevation of the 
basal metabolic rate on several tests, and low 
blood cholesterol. 

The first question that comes to mind is: 
Are there any specific events in this woman’s 
life which have had anything to do with the 
precipitation of the hyperthyroidism? In 
giving the psychiatric history, Dr. Fearing 
called attention to the patient’s relationship 
with the husband, which was of such a na- 
ture as to keep her in a constant state of 
anxiety. This woman had always been fear- 
ful and had always been an _ over-reacter. 
She never responded well to demands placed 
upon her. In some respects she is only show- 
ing a very marked exaggeration of those 
traits in her hyperthyroidism. The least 
stimulus will set off the over-reactivity and 
the anxiety. It is conceivable that the hus- 
band’s infidelity was the emotiona] trauma 
which finally overwhelmed her in the sense 
that it set off a pathological metabolic pro- 
cess. Just what the physiological process is 
which allows the somatic component of emo- 
tion to produce pathology is not known, but 
leads to a very important field for investiga- 
tion in the future. 

There is still another point related to the 
diagnosis of this case. For ten months the 
patient has had certain symptoms which are 
suggestive of anxiety attacks. These are 
sudden sensations of choking and smother- 
ing which throw her into a state of panic, 
with even more increased tachycardia, for 
a few minutes. I would say that this woman 
not only has hyperthyroidism, but also has 
had all of her life an anxiety state, and more 
recently, manifestations of an anxiety neu- 
rosis. What we are dealing with here, there- 
fore, is a rather complicated case of hyper- 
thyroidism in a psychoneurotic. I think that 
this one case could be a stimulus for the 
more careful study of other cases of hyper- 
thyroidism in an effort to learn more about 
the emotional components that go to make 
up Graves’ disease. Very little is known 
about this subject, other than that very 
strong emotional stimuli can set off an at- 
tack. Further investigation may reveal] that 
in some instances a trivial stimulus may 
precipitate the disease, just as it sometimes 
does in rheumatoid arthritis or gastric ulcer. 
This stimulus may be far from obvious, but 
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may be something of personal importance to 
the patient—some experience which does not 
appear catastrophic, but which assumes tre- 
mendous proportions in the patient’s mind. 

We know very little, furthermore, about 
the personality of the individuals who ulti- 
mately develop thyrotoxicosis. There are as 
yet no statistical studies on a_ sufficiently 
large group of patients. I was interested in 
Dr. Nicholson’s comments upon this aspect 
of the problem. From his large experience 
he drew the conclusion that there is some- 
thing about the patient with thyrotoxicosis 
which makes him stand out as being a devi- 
ation from the average. I was also interested 
in another of Dr. Nicholson’s statements: 
that following surgery thyrotoxic patients 
never again seem to be exactly the same. In 
recent years psychiatry has tended to over- 
look the possibility that physical trauma or 
disturbances in metabolism can in them- 
selves produce what looks like a psychoneu- 
rotic disturbance. We are always thinking 
of the patient’s background in terms of his 
environmental and psychological situation. 
Perhaps in thyrotoxicosis we have one ex- 
ample of a profound metabolic disturbance 
which can produce permanent alteration in 
the total organism, even to the point of 
permanently disrupting autonomic balance 
and personality synthesis. Experience with 
war neuroses is showing that this is a possi- 
bility. 

One last point related to the remission and 
exacerbation of thyrotoxicosis: It is well 
known that distressing emotional events 
may set off the original attack. I know of 
no studies on second attacks following sur- 
gical intervention. It is conceivable that an 
individual who has been in a difficult emo- 
tional situation which assisted in producing 
thyrotoxicosis, and who after surgery is re- 
turned to that same difficult situation, may 
have a recurrence. It does not appear to be 
wise to treat a disease without removing the 
factors which precipitated it. 

In conclusion, then, the evidence heard to- 
day was sufficient to cause us to believe that 
one cannot view the patient with thyrotoxi- 
cosis as purely a problem involving the 
structure of the body to be dealt with by 
laboratory tests and surgery. There is al- 
ways present an emotional component which 
has to be treated effectively, or at least con- 
sidered in the handling of such a patient. 
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N cases of tuberculosis where the scales often are weighted to a precariously small de- 
eg in favor of the body, the addition of a systemic or local adverse factor may upset 
the balance disastrously in the direction of the disease. Such commonplace circumstances 
as an acute respiratory infection or an attack of measles or influenza have been observed 
repeatedly to be capable of ushering in an unexpected reactivation. Here are presented 
case records suggesting that the risk of a known tuberculous person’s reaction to so 
simple a procedure as smallpox immunization should not be overlooked. Some of these 
cases may represent the operation of pure coincidence, but each of them provides the phy- 


sician with reasons for observing all possible caution. 


SMALLPOX VACCINATION AND PULMONARY TUBERCULOSIS 


A search of the literature gives little in- 
formation regarding the possibility of vac- 
cination for smallpox being the causative 
factor in a subsequent flare-up of latent or 
active pulmonary tuberculosis. Blacher 
(1931) has recorded two cases, both in chil- 
dren. In the first of these a boy aged 11, 
suffering from dystrophia adiposo-genitalis, 
developed a tuberculous meningitis follow- 
ing re-vaccination, and from this Blacher 
concluded that the vaccination had re-acti- 
vated a pre-existing tuberculous focus. His 
second case was that of a girl aged 11, whose 
skiagram showed a small hard focus in the 
right upper zone. She was subsequently vac- 
cinated, and ten days later there was fever 
and X-ray evidence of re-activation of the 
pulmonary lesion. 

Ainger (1937) recorded two further cases 
where tuberculous meningitis followed im- 
mediately on vaccination, and from this he 
drew the conclusion that either vaccination 
lowered the powers of resistance, thus pav- 
ing the way for a fresh infection, or that an 
inactive lesion already present flared up as a 
result of the procedure and spread unop- 
posed throughout the lung. 

Stone (1931) reported the results follow- 
ing the vaccination of 337 patients at the 
Robert Koch Hospital, St. Louis. All stages 
and types of pulmonary tuberculosis were 
included in Stone’s cases, and only one pa- 
tient showed any definite pulmonary exacer- 
bation, while two others had a temporary 
increase in the amount of cough and sputum. 


His view, therefore, was that the presence of 
pulmonary tuberculosis was not a contra- 
indication to vaccination. 

In the summer of 1942 there was an out- 
break of smallpox in Glasgow, and later in 
the same year in Edinburgh and Fife. Con- 
siderable numbers of the public were vacci- 
nated, and one of us (R.Y.K.) received num- 
erous requests from former patients of the 
sanatorium for advice as to whether, in view 
of their previous pulmonary infection, they 
should undergo vaccination. Those living or 
working in Glasgow were advised without 
hesitation to be vaccinated, as it was felt 
that the results of smallpox would be much 
more disastrous than any post-vaccinal flare- 
up in the chest. As far as is known, none of 
those so advised suffered any ill-effects. 
Later in the year four cases were admitted 
to the sanatorium, all of whom gave a his- 
tory of vaccination followed almost immedi- 
ately by the appearance of symptoms of 
pulmonary tuberculosis. 


Case Records 


Case 1.—Male, aged 28. This man, an 
engineer by profession, had an excellent 
medical history and for years had not been 
off work for a single day. In June, 1942, he 
applied for a post abroad, and before accept- 
ance he underwent and passed a medical ex- 
amination. A condition of his appointment 
was that he must be vaccinated in this coun- 
try before departure, and this vaccination 
was duly carried out by his own doctor in 
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July. Four days following the vaccination 
he had a severe reaction; he felt feverish 
and his arm was swollen and tender. After 
a further three days he developed a sharp 
pain in the left chest, which proved to be 
the beginning of an acute pleurisy with effu- 
sion. The subsequent skiagram revealed bi- 
lateral infiltration with cavitation in the left 
upper zone. This patient stated most em- 
phatically that prior to vaccination he had 
felt perfectly well and had been able to do 
his work, which entailed considerable physi- 
cal effort, without the slightest inconveni- 
ence . 

Case 2.—Male, aged 22. This boy gave a 
history of pulmonary tuberculosis dating 
from the age of 16, for which he had re- 
ceived sanatorium treatment on several! pre- 
vious occasions, the last being in 1939. Fol- 
lowing this he had remained fairly well and 
had been living quietly at his home for two 
years, where his main occupation had been 
fishing. In July, 1942, he was vaccinated and 
had a severe local reaction with, at the same 
time, pain in the chest and dyspnea. Radio- 
logical examination a few days later showed 
the presence of a small pleural effusion on 
the right side together with a fresh area of 
exudative disease in the mid and lower 
zones. 

Case 3.—Male, aged 20. This boy had 
been treated in the sanatorium in 1941 for 
a left pleural effusion, from which he made 
a completely satisfactory recovery. He was 
discharged after a six months’ stay and 
spent the spring and summer of 1942 as 
junior master in a preparatory school. In 
the autumn he was in business in Edin- 
burgh, still well and free from symptoms. In 
November, 1942, he was vaccinated. He had 
very little local reaction but felt generally 
“il,” his main symptom being lassitude. He 
did not feel well enough to return to busi- 
ness, and three weeks later, in addition to 
the lassitude, he developed a slight tempera- 
ture associated with the appearance of cough 
and sputum. Tubercle bacilli were present 
in the latter, and subsequent X-ray exami- 
nation showed the presence of a recent area 
of exudative disease in the right upper zone. 


Case 4.—Female, aged 19. This girl was 
working in an emergency hospital as a 
V.A.D. and was vaccinated along with her 
colleagues in July, 1942. She had a severe 
local reaction and was in bed for four days. 
Subsequently she felt tired, and three weeks 
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later had the misfortune to fall victim to a 
mild epidemic of glandular fever which at- 
tacked some of the hospital staff. She re- 
covered rapidly from the fever but the lassi- 
tude previously present persisted, and short- 
ly after she had a sudden hemoptysis. Radio- 
logical examination showed scattered infil- 
tration throughout the left upper and mid 
zones, with commencing cavitation immedi- 
ately below the clavicle. 


Discussion and Summary 


In view of the relatively few references 
to the association between vaccination and 
pulmonary tuberculosis which we have been 
able to find it is felt that these cases should 
be recorded. It is impossible to draw any 
definite conclusions from isolated instances 
such as these, but it would appear that there 
is sufficient evidence here to justify the as- 
sumption that vaccination may cause a flare- 
up in a latent focus. 


Our results are at variance with those re- 
ported by Stone, but it should be remem- 
bered that his cases were under sanatorium 
conditions at the time of vaccination, while 
those we have recorded were engaged in 
their normal occupations, and therefore no 
more precautions were taken in their cases 
than would be taken with the average 
healthy individual. 


The necessity for widespread vaccination 
of the population will not, we hope, arise 
again, but should it so happen it would be 
well to exercise special caution before sub- 
mitting to vaccination known cases of pul- 
monary tuberculosis. 

Smallpox Vaccination and Pulmonary 
Tuberculosis, R. Y. Keers, M.D. and P. 
Steen, M.D., British Journal of Tuberculosis 
and Diseases of the Chest, July-October, 
1943, 


SUMMER DIARRHEA IN BABIES 


Casee (calcium caseinate), which is almost wholly 
a combination of protein and calcium, offers a quick- 
ly effective method of treating all types of diarrhea, 
both in bottle-fed and breast-fed infants. For the 
former, the carbohydrate is temporarily omitted 
from the 24-hour formula and replaced with 8 level 
tablespoonfuls of Casec. Within a day or two the 
diarrhea will usually be arrested, and carbohydrate 
in the form of Dextri-Maltose may safely be added 
to the formula and the Casec gradually eliminated. 
Three to six teaspoonfuls of a thin paste of Casec 
and water, given before each nursing, is well indi- 
cated for loose stools in breast-fed babies. 

Please send for samples to Mead Johnson & Com- 
pany, Evansville, Indiana, 


~ 
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MEDICOLEGAL ABSTRACT 


J. F. OWEN, M.D., LL.B. 
RALEIGH 


ABORTION: Death of a voluntary vic- 
tim of abortion is held not actionable. 


This is a suit instituted by the administra- 
tor of an intestate (one who dies without 
leaving a will) for the purpose of recover- 
ing damages for the wrongful death of the 
intestate. 

The evidence introduced in Superior Court 
was such that the jury could find, and ob- 
viously did find that on February 6, 1924, 
the defendant performed an operation upon 
the plaintiff’s intestate, causing an abortion. 
This not only destroyed embryonic life, but 
brought on a virulent blood stream infection, 
from which, after a period of conscious suf- 
fering at a hospital where she went on Feb- 
ruary 11, 1924, for treatment, the intestate 
died on February 26, 1924. 

The medical evidence tended to show that 
the defendant’s method of treatment was 
very dangerous and surgically unsound be- 
cause he used “non-sterile instruments,” 
which would be adequate to introduce or- 
ganisms causing the septicemia. The first 
count alleged that the defendant assaulted 
the intestate. The second charged conscious 
suffering. The third count further alleged 
that the intestate’s death was caused by the 
negligence of the defendant, while the fourth 
and fifth counts charged that the conscious 
suffering and death were due to the defend- 
ant’s willful and wanton misconduct. 

The defendant at the proper time moved 
for a directed verdict, and requested the 
Judge to rule that on all of the evidence the 
plaintiff could not recover, since participa- 
tion of the intestate in a criminal action 
bars recovery, and since the intestate, hav- 
ing voluntarily consented to the act, assumed 
the risk. The motion and request were 
denied, and the jury returned a_ verdict 
awarding damages for her conscious suffer- 
ing and wrongful death. The defendant ex- 
cepted, and appealed to the Supreme Court. 

When this case came on to be considered 
by the Supreme Court, this tribunal held 
that voluntary participation in the ‘procure- 
ment of an abortion on the part of the inte- 
state was an act prohibited by law, and that 
this act on her part barred recovery. 
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While this case was instituted in a court 
of law, and had no relationship to equitable 
principles, it is interesting to recall in this 
connection that there is an old axiom of 
equity which is as follows: ““He who comes 
into equity must come with clean hands.” 
This axiom, although not a rule of law, cer- 
tainly seems applicable in cases in which the 
participant in a criminal action attempts 
thereafter to recover damages resulting 
from his wrongful activities. 

As a matter of explanation, it should be 
mentioned that the findings of the Supreme 
Court in this particular case as to civil lia- 
bility had no relationship to any criminal 
charges which might have been instituted 
against the person performing the operation. 
The perpetrator of this crime could have 
been, and no doubt was, tried for the offense, 
and received punishment therefor. As to the 
woman upon whom an abortion has been 
committed, the courts generally hold that she 
is to be looked upon as a victim, and not as 
an accomplice, although if the woman com- 
mits the abortion for herself, she is as guilty 
as if she had done the act for someone else. 
(145 S. E. 251. Massachusetts Supreme 
Court, November, 1926.) 


CORRESPONDENCE 


OLD NAVAL MEDICAL COMMISSIONS WANTED 


To the Editor: 

The National Naval Medical Center of Bethesda, 
Maryland is endeavoring to collect for its archives 
a complete set of commissions issued to Naval Medi- 
cal officers, and signed by past Presidents of the 
United States. 

There is a small nidus now at the Center and it 
is hoped to be able to build this up to completion. 
Through the Navy Department Library and the Na- 
tional Archives a few more have been located. I am 
wondering whether you would care to insert a small 
item in your “Journal” to this effect, with the idea 
that various libraries or individuals may have in 
their possession such old commissions and would be 
willing to turn them over to the Center. If such are 
found and the owners are so generous, there could 
be no more fitting enshrinement to them than their 
use for this purpose. 

Any assistance that you and the “Journal” can 
extend will be greatly appreciated by the Surgeon 
General. 

ROBERT C. RANSDELL 
Commander, (MC) USNR 


Division of Publications 
Replies should be addressed to: 
Bureau of Medicine and Surgery 


Navy Department, Washington 25, D. C. 
And referred to No. BUMED-B-DLS 
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FROM OVERSEAS 
Dear Sirs: 


During the last one and half years I have received 
The North Carolina Medical Journal and have great- 
ly appreciated it. Over seas it is even more valu- 
able than at home because it keeps me in touch with 
the Medical World, especially as far as civilian med- 
icine and the various social and economic evils fac- 
ing us are concerned. 

In order to facilitate delivery will you please 
change my address to: 

H. G. Johnson Capt. M.C. 
ASN. 0-475433 

558 Service Squadron 
APO 520 c/o PM-NY 

In closing I wish to state again my appreciation 
of the Journal. To me it’s Tops. 


Respectfully, 
H. G. JOHNSON 


* * * 


GONADOTROPIC EXTRACTS AND 
SPERMATOGENESIS 
To the Editor: 

In an article on sterility by Dr. Arthur Grollman, 
in the January 1944 number of your valuable journal, 
the author (Page 13) quotes Weisman’s book on 
sterility and says “Despite the claims made for the 
value of gonadotropic extracts in stimulating sperm- 
atogenesis and the successful experiments with their 
use in laboratory animals, their effectiveness in 
overcoming sterility in the human male is still not 
established.” 

I have answered a similar statement by Dr. Weis- 
man which appeared in the October 1943 issue of 
the American Journal of Obstetrics and Gynecology 
(Page 618) as follows: “Except in cases of double 
occlusion of the male genital tubes, I have never 
failed to bring about an improvement and in many 
cases a cure of deficient spermatogenesis by the 
use of the anterior lobe of pituitary gland extract 
in large doses and given by mouth for a period of 
six months or less. I prescribe 80 grains a day 
(16 five-grain tablets). The expense to the patient 
is very large but it is important to give it in these 
very large doses in order to achieve a result.” 

The above answer appeared in the correspondence 
column of this journal early in 1944, I believe in 
the February number. 

MAX HUHNER, M.D. 
New York 


* * * * 


Dr. Grollman’s reply to this communication fol- 
lows: 

To the Editor: 

Dr. Huhner’s long experience with the problem 
of sterility would inspire confidence in his claim 
for the effectiveness of gonadotropic extracts in the 
treatment of this condition, were it not for the fact 
that he suggests the oral administration of this 
hormone. It is now recognized generally that the 
hormones of the pituitary, being protein in nature, 
can not possibly be effective when administered 
orally. The continued use of such preparations by 
this route is to be deprecated and one is justified 
in questioning the results claimed for such therapy. 


ARTHUR GROLLMAN, M.D. 


Winston-Salem 
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SECRETARY’S MESSAGE 

The following telegram was received from 
Dr. Olin West, Secretary of the American 
Medical Association, just before the 
JOURNAL went to press. I hope that every 
county society in the state will cooperate 
with the War Finance Committees and with 
the American Medical Association in the 
Fifth War Loan Drive. If county secretaries 
will send their reports to me, I will forward 
them to A.M.A. headquarters. 

Now that the invasion of Europe is well 
under way, every citizen of this country will 
want to have a part in financing the final 
victory. 

RoscoE D. MCMILLAN, M.D. 


ROSCOE D. MCMILLAN, SECRETARY 
NORTH CAROLINA MEDICAL SOCIETY 
RED SPRINGS, NORTH CAROLINA 

Fifth War Loan Drive will start June 12 
to run through July 8. Treasury Department 
has again requested active and intensive 
support by physicians of the United States 
and has asked the American Medical Asso- 
ciation to solicit such support on the part 
of state and territorial associations and 
county and district societies. Department 
requests that members be asked to pledge 
immediate cooperation to War Finance Com- 
mittees to extend all possible aid to local 
committees and to invest personal and or- 
ganizational funds in War Bonds. Depart- 
ment also asks that state organizations en- 
deavor to secure records of sums so invested 
by members and that the state secretaries 
send such report to this office for transmis- 
sion to Washington. Reports for individual 
physicians need not be signed. In accord- 
ance with established precedent this matter 
is being officially referred to secretaries of 
constituent state and territorial associations 
for official consideration and action. Copy 
of letter received from Treasury Department 
being sent to secretaries of all constituent 
state and territorial associations. 


OLIN WEST 
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DEPOT HOSPITALS FOR PENICILLIN 


The following institutions in North Carolina have 
been selected to serve as “depot hospitals” by the 
Advisory Panel of the Office of Civilian Penicillin 
Distribution, War Production Board, for the proper 
storage and distribution of penicillin for civilian 
medical use. These hospitals will be the local depots 
for further distribution of the drug, as well as a 
source of supply for their own requirements, They 
will recognize the request of other hospitals and, if 
the need is established, will to the best of their 
ability in consideration of their supply on hand, 
furnish penicillin for purchase by such other hos- 
pitals. This list is subject to revision by action of 
the Advisory Panel. 

Asheville—Asheville Mission Hospital 

Charlotte—Charlotte Memorial Hospital, Mercy 

Hospital 
Durham—Duke Hospital, Lincoln Hospital, Watts 
Hospital 

Fayetteville—Highsmith Hospital 

Franklin—Angel Hospital 

New Bern—St. Luke’s Hospital 

Raleigh—Rex Hospital, St. Agnes Hospital 

Roanoke Rapids—Roanoke Rapids Hospital 

Rutherfordton—Rutherford Hospital 

Washington—Tayloe Hospital 

Wilmington—James Walker Memorial Hospital 

Winston-Salem—City Memoria] Hospital, North 

Carolina Baptist Hospital 


NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 


Doctor Carl V. Reynolds, North Carolina State 
Health Officer, has disclosed that the United States 
Public Heelth Service has authorized the release, 
through the State Board of Health, of an allotment 
of penicillin, to be used at the Rapid Treatment 
Centers located in this state for the cure of syphilis. 

Having received permission to use this new drug, 
those in charge of the State’s Rapid Treatment 
Centers now propose to prove just what it can be 
made to do. Treatments will be given as soon as 
the allotment arrives, and these will be either on a 
four-day or eight-day basis—in all probability on 
a four-day basis. In any event, treatments will be 
administered every three hours, night and day— 
that is, there will be eight treatments daily for 
each patient, the total amount of the drug adminis- 
tered to be the same, whether on the four-day or 
eight-day basis. 

For the present, at least, penicillin will be admin- 
istered only to those suffering with primary or 
secondary syphilis. Moreover, it will be given only 
to those who have had no previous treatment of any 
kind. 

Each patient will be required to keep in touch 
with his private physician or his local health officer, 
following his release from the Rapid Treatment 
Center, and the physician in question will follow his 
progress and report it to the center where the pen- 
icillin treatment was administered. 

The fact that North Carolina was selected, as a 
proving ground, so to speak, for the penicillin treat- 
ment in its venereal] disease program is especially 
gratifying, and affords a real opportunity for those 
who wish to avail themselves of the opportunity of 
receiving this new, rapid and safe cure. 
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NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 
A tuberculosis institute, with speakers from the 
National Tuberculosis Association, will be held in 
Raleigh on June 26, 27, and 28. Everyone interested 
in tuberculosis is invited to attend. This institute 
marks the beginning of a summer schoo] conducted 
by the State Office for the training of full time 
tuberculosis workers for county tuberculosis asso- 


ciations. 
* * & 


Dr. Clyde A. Erwin, State Superintendent of Pub- 
lic Instruction, was recently chosen as a member 
at large to the Board of Directors of the National 
Tuberculosis Association. This gives North Caro- 
lina 8 members on the National Board. The other 
two already members, are Dr. P. P. McCain, Super- 
intendent of North Carolina Sanatoria and Dr. 
Charles W. Armstrong of Salisbury. 

Frank W. Webster, Executive Secretary of the 
North Carolina Tuberculosis Association, was re- 
cently elected as vice president of the Southern 
Tuberculosis Conference and Dr. M. D. Bonner, Med- 
ical Director of the Guilford County Sanatorium, 
was elected to the executive committee of the con- 


ference. 
* ok * * 


Durham county dedicated its sanatorium on April 
21. This hospital will have 56 beds to take care of 
the tuberculous. Following the dedication an open 
house was held for inspection of the institution. 

Dr. Herman E. Hilleboe of the USPHS was the 
guest speaker of the Durham County Tuberculosis 
Association at the annual meeting on the same date. 
His topic was “Tuberculosis Control in the Present 


War.” 
* * * & 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 
Dr. W. C. George, of the Department of Anatomy, 
delivered a paper, “Some Anomalies of Development 
and Their Probable Relation to Mental Deficiency,” 
before the American Association on Feebleminded- 
ness in Philadelphia, which met May 10 through 13. 
* * * 


Dr. Herman C. Mason, of the Department of Bac- 
teriology, has resigned to accept a position as re- 
search bacteriologist with the Schering Corporation. 

* * 


Dr. Wm. deB. MacNider attended a meeting of 
the Association of American Physicians in Atlantic 
City on May 9. 


* * * 


Dr. Arnoldo Gabaldon, Chief of the Division of 
Malariology of Venezuela and Chairman of the Pan 
American Committee on Malaria, gave lectures on 
malaria in the Medical School on May 10 and 11. 
These lectures were sponsored by the John and 
Mary R. Markle Foundation. 


BOARD OF MEDICAL EXAMINERS 
The Board of Medical Examiners of the State of 
North Carolina will meet in Raleigh at the Sir 
Walter Hotel, September 11 and 12, at 9 a.m., for 
examination and reciprocity. 
W. D. JAMES, M.D., Secretary 


Board of Medical Examiners 
State of North Carolina 
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FARM SECURITY ADMINISTRATION 
SURGICAL PROGRAM 


The Farm Security Administration borrowers and 
their family members in North Carolina are eligible 
for surgical care in a program outlined herewith. 

Each bona fide borrower pays $8.00 annually in 
advance for surgical care for himself and those 
family members totally dependent upon him and the 
income from his farm. The Medical Service Associa- 
tion of Durham is handling the plan for 10 per cent 
of the dues paid. The remaining 90 per cent is dis- 
tributed at the end of each calendar quarter to phy- 
sicians and surgeons who render service to these 
members. The physicians and surgeons are under- 
writing the plan. 

The surgical schedule adopted for use is exactly 
the same as the surgical schedule drawn up and 
approved by the Medical Society of the State of 
North Carolina to be sold in conjunction with ward 
hospitalization, except that there are no benefits for 
normal deliveries, tonsillectomies and adenoidec- 
tomies. Benefits for these items were omitted since 
many counties already had plans providing certain 
benefits for these services. 

This voluntary willingness of the medical profes- 
sion in North Carolina to assist this low income 
group of subscribers may lessen the demand for a 
government controlled plan providing hospitaliza- 
tion and surgical care. The physicians and surgeons 
believe that they will obtain from this group of 
members a more reasonable payment for services 
than could be obtained without an organized effort. 
Physicians are guiding and cooperating in this ex- 
periment. If it is proven unsound, the schedule of 
charges will be increased or the service will be dis- 
continued. 

The Medical Service Association feels that it is 
being of service to the members participating in this 
plan as well as to the cooperating physicians. The 
Association feels that the Farm Security Adminis- 
tration borrowers want to provide surgical care for 
themselves and their families and are making an 
effort toward a reasonable and adequate schedule of 
payments. On May 1, 1944, 10,000 men, women and 
children were enrolled and claims were already be- 
ing acknowledged. 

If any interested person wants further informa- 
tion, it will be given by the Home Office of the 
Medical Service Association, Durham, N. C. 


INDUSTRIAL MEDICINE BULLETIN 

Since dvring war industrial production is second 
in importance only to performance of the armed 
forces, the health and efficiency of the factory work- 
ers must be maintained. The War Manpower Com- 
mission has requested organized medicine to under- 
take a broad national campaign to safeguard health. 
However, even with the conclusion of the present 
conflict, the maintenance of an active industrial 
health program is essential. For this reason the 
Council on Industrial Health of the American Medi- 
cal Association and many of the state medical affili- 
ates have undertaken active programs to further 
this aspect of medical interest. 

To follow the guidance of the Council on Indus- 
trial Health of the American Medical Association 
and to correlate the local activities with the national 
plan, it is necessary that there should be a function- 
ing committee in each county (1) to disseminate 
information relative to industrial] health and hygiene 
to physicians and interested laymen and (2) to 
gather information and statistical data concerning 
industrial medical services. 
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The objectives of the council!) are to inaugurate: 

1. A prevention program, to include periodic 
plant inspections, sanitary supervision and 
safety control. 

2. A health program with periodic examinations 
and studies of nutrition, fatigue problems, ab- 
senteeism, morale, and so forth. 

3. A remedial program—concerning prompt and 
efficient care of injuries. 

4. A correlation program to coordinate facilities 
for education in industrial health and hygiene, 
organization, and so forth. 

The first step in carrying out the above program 
will be the establishment of county committees on 
industrial health who in turn will arrange confer- 
ences for dissemination of information, and through 
whom the committee of the State Society may co- 
ordinate and carry out its program. The Committee 
for Industrial Health of the Medical Society of the 
State of North Carolina has undertaken the organi- 
zation of the above described program. 


1. Johnson, O. J.: Industrial Medical Relationships, J. Towa 
State Medical Soc. 33:497 (Nov.) 1943. 


FORSYTH COUNTY MEDICAL SOCIETY 
A dinner meeting of the Forsyth County Medical 
Society was held in Winston-Salem on May 9. Cap- 
tain Henry B. Marshall of the Moore General Hos- 
pital spoke on “Penicillin Therapy”. 


DEDICATION OF THE WAYNE COUNTY 
HEALTH CENTER 


The Wayne County Health Center at Goldsboro 
was dedicated on May 25. Invitations were sent out 
by the Wayne County Board of Health. 


SOUTHERN MEDICAL ASSOCIATION 
THE PRESIDENT 

Dr. W. T. Wootton, Hot Springs National Park, 
Arkansas, was elected President-Elect at the Rich- 
mond meeting in November, 1942 and was installed 
President at the meeting in Cincinnati last Novem- 
ber. Dr. Wootton died at St. Luke’s Hospital in St. 
Louis of an embolism on Tuesday evening, May 2. 

At the meeting in Cincinnati the Association 
elected Dr. James A. Ryan of Covington, Ky., as 
Vice President. The Constitution and By-Laws pro- 
vide that upon the death of the President the Vice 
President succeeds to that office. Dr. Ryan is now 
President of the Association, his term expiring with 
the St. Louis meeting in November. He will pre- 
side at the St. Louis meeting. 


AMERICAN GERIATRICS SOCIETY 
The American Geriatrics Society held its second 
annual meeting at the Hotel Commodore in New 
York on June 8, 9 and 10. Dr. Wingate M. Johnson 
of Winston-Salem is vice president of the Society, 
and Dr. James M. Northington of Charlotte is a 
member of the program committee, 


THE NATIONAL FOUNDATION FOR 


INFANTILE PARALYSIS 

A greatly enlarged program of preparations to 
combat epidemics of infantile paralysis that may 
occur this year has been launched by The National 
Foundation for Infantile Paralysis in cooperation 
with state and local health authorities in various 
parts of the nation, it was disclosed by Basil O’Con- 
nor, president of the National Foundation, 
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These preparations include placing of respirators 
at strategic locations throughout the nation, ascer- 
taining hospital facilities for acute and convales- 
cent care; determining how many doctors, nurses 
and technicians are available; surveying such trans- 
portation facilities as ambulances and other vehicles 
and the personnel available to man them; ascertain- 
ing diagnostic and laboratory facilities; and also 
the preparation of material and equipment, includ- 
ing wool for use in the modern hot pack treatment. 


THE SYNTHESIS OF QUININE 


A chemical method for duplicating quinine identi- 
cal in every respect to the anti-malarial drug ex- 
tracted from the bark of cinchona trees has finally 
been developed after almost a hundred years of at- 
tempts by chemists seeking the correct process, it 
was announced by Polaroid Corporation last month. 

Announcement of this achievement in organic 
chemistry coincides with the publication of the May 
Journal of the American Chemical Society. In a 
communication to the editor of the Journal, entitled 
“The Total Synthesis of Quinine”, Dr. Robert B. 
Woodward and Dr. William E. Doering describe how 
they solved the classic problem, The plan for syn- 
thesizing the complex drug was originated by Wood- 
ward and incorporated as a project in the basic re- 
search program of Polaroid Corporation early last 
year. A Harvard instructor in organic chemistry, 
Woodward has been chemical consultant to Polaroid 
since June, 1942. Doering was engaged by Polaroid 
to work as collaborator on the project. He has since 
become an instructor in organic chemistry at Colum- 
bia University. 

Military interest in the new process relates to its 
possibility as a replacement for the vast quinine- 
bearing cinchona tree plantations in the Jap-held 
Netherlands East Indies. These plantations were 
formerly the chief source of quinine supply for the 
world. It is by no means certain, however, that the 
synthetic drug can be manufactured on a large scale 
for use during the war. 

In achieving their goal, Woodward and Doering 
not only duplicated quinine but in addition created 
an entirely new substance closely related to quinine. 
Foreign to nature, the new molecule may conceiv- 
ably have medical value. The Woodward-Doering 
work is also significant because it promises to pave 
the way for other new quinine-like materials that 
nature has never provided. 


“Dip You SAY PATENT MEDICINE?” 

The Proprietary Association of America has just 
published a pamphlet, “Did You Say Patent Medi- 
cine?”, which clearly shows the inaccuracy of the 
use of the phrase “patent medicine”. 

Written by Dr. Frederick J. Cullen, executive vice- 
president of the Association, the pamphlet also con- 
tains a reprint of an article from Tide magazine 
and of a letter by Dr. Cullen which appeared in 
Editor and Publisher. 

Dr. Cullen points out in the pamphlet that “patent 
medicine” originated in England in 1722, but that 
the meaning of patent there is entirely different 
from that in the United States. It also notes that 


“the great majority of medicinal products protected 
by patents are the so-called ethicals, which are 
more properly called pharmaceuticals; while very 
few of the packaged medicines intended for self- 
medication, although generally characterized as pat- 
ent medicines are, in fact, patented.” 
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Iu Memoriam 


STEPHEN ARNOLD MALLOY, M.D. 


Whereas, God, the Ruling Physician of this uni- 
verse and of the eternal heavens, in His infinite 
wisdom, omnipotent skill and divine practice, hath 
seen it best to remove from this mundane field of 
service on March 30, 1944, our brother and fellow 
laborer, Dr. Stephen Arnold Malloy, and hath sum- 
moned him to the heavenly habitat, where there is 
no sickness or pain, no sorrow or tears; and 

Whereas, for more than forty-five years Dr. 
Malloy signally exalted the profession nobly exem- 
plified in the parable of the good Samaritan, in 
sympathetically ministering to the ills of mankind, 
binding wounds, lifting the fallen and bringing hope 
to the hearts of the discomforted; and 

Whereas, we of the medical profession could more 
truly and fully measure the great heart of the man 
and more accurately judge the skill of him as a 
physician when we have watched that tender heart 
moved to tears when.death hovered near and human 
agencies seemed unavailing; and 

Whereas, we loved and esteemed him fae the no- 
bility of his professional skill and high standards 
of ethical conduct, community service and Christian 
leadership; and 

Whereas, “The silver cord has now been loosed” 
and “the pitcher broken at the fountain”, we shed 
a tear, dedicate a page and say in farewell that we 
shall not forget him “Until dawn breaks and the 
shadows flee”: 

Therefore, we request that a copy of this resolu- 
tion, along with expressions of our deepest sym- 
pathy, be placed in the hands of the family of our 
deceased brother, and direct that another copy be 
furnished the Caswell Messenger, with the request 
that it be published in its columns. 

Alamance-Caswell Medical Society 
H. L. Gwynn, M.D. 
R. F. Warren, M.D. 
S. F. Seott, M.D. 


AUXILIARY 


TWENTY-SECOND ANNUAL SESSION 


The twenty-second annual session of the 
Auxiliary to the Medical Society of the State 
of North Carolina was held at the Carolina 
Hotel, Pinehurst, on May 2, 1944. After the 
meeting was called to order by the Presi- 
dent, Mrs. K. B. Pace, Mrs. J. Buren Sidbury 
conducted services in memory of members 
who had passed away during the last year. 

Mrs. Pace reported on the accomplish- 
ments of the Auxiliary, naming the Auxili- 
ary’s maintenance of the McCain bed at 
Sanatorium, of the Stevens bed at Black 
Mountain and of the Student Loan Fund. 
She expressed her gratitude to members of 
the Auxiliary for their assistance during the 
past year, and in particular for their re- 
sponse to the request of the Medical Society 
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regarding the Wagner-Murray-Dingell Bill. 
There are now 24 auxiliaries with 725 paid 
memberships. 

Dr. Rachel Davis, advisor to the Auxili- 
ary, presented a cup and $125 to be used 
over a period of five years to promote activi- 
ties among the county auxiliaries. Mrs. 
Wingate Johnson awarded the cup to the 
Sixth District for the greatest achievement 
this year. 

Dr. James W. Vernon, President of the 
Medical Society, was presented to the Auxil- 
iary and made a most inspiring and appre- 
ciated talk. Mrs. Vernon, an honor guest, 
was also presented at this time. 

The Board of Directors recommended that 
the Auxiliary maintain a bed at the Eastern 
North Carolina Sanatorium in Wilson, and 
that a committee be appointed to work on 
this project. 

The report of Mrs. B. Watson Roberts, 
chairman of the War Participation Commit- 
tee, was submitted, in which she stated that 
$853.35 had been raised by the sale of 
matches, together with contributions. The 
proceeds were used to purchase emergency 
medical kits for small doctorless boats of 
the Navy and Coast Guard. Also, two $110 
emergency operating kits were donated by 
the directors of Highsmith Hospital at Fay- 
etteville in memory of Dr. J. F. Highsmith, 
Sr., and Dr. J. D. Highsmith. The first $25 
emergency first-aid kit was given in memory 
of Dr. R. B. McBrayer by his daughter-in- 
law, Mrs. Reuben McBrayer. 

Mrs. Harry Winkler of Charlotte and 
Mrs. Carlton D. Davenport of Hertford were 
elected delegates to the National Auxiliary 
meeting in Chicago. 

Mrs. P. P. McCain installed the new offi- 
cers: 

President..Mrs. John T. Saunders, Asheville 

President-Elect....Mrs. G. Erick Bell, Wilson 

First Vice President............ Mrs. K. B. Pace, 
Greenville 

Second Vice President......Mrs. M. S. Broun, 
Roanoke Rapids 

Third Vice President....Mrs. G. M. Billings, 
Morganton 

Fourth Vice President..Mrs. Paul Whitaker, 
Kinston 

Corresponding Secretary..Mrs.C.C. Belcher, 
Asheville 

Recording Secretary......Mrs. H. L. Johnson, 


Greensboro 
Treasure-.............. Mrs. E. C. Judd, Raleigh 
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The gavel was presented by the outgoing 
President to Mrs. Saunders, who made a 
brief inaugural address. This was followed 
by the drawing of door prizes, consisting of 
a War Bond and numerous “warsages”’. 

The meeting adjourned with an invitation 
to attend the luncheon in honor of past presi- 
dents. 

Immediately following the luncheon a 
post-convention board meeting was held to 
discuss plans for the coming year. Twenty 
members were present. 

A most delightful conclusion to Auxiliary 
Day was the joint banquet of the Auxiliary 
and the Medical Society, followed by a floor 
show and ball. 


BOOK REVIEWS 


Medical Diagnosis. By Roscoe L. Pullen, 
A.B., M.D., Instructor in Medicine, Tulane 
University of Louisiana School of Medicine; 
Assistant Clinical Director, Charity Hos- 
pital of Louisiana at New Orleans; former- 
ly Fellow in Clinical Endocrinology, Duke 
University School of Medicine and Duke 
Hospital, Durham, North Carolina, Witha 
Foreword by John H. Musser, B.S., M.D., 
F.A.C.P., Professor of Medicine, Tulane 
University of Louisiana School of Medi- 
cine; Senior Visiting Physician, Charity 
Hospital of Louisiana at New Orleans. 1106 
pages with 584 illustrations and 12 colored 
plates. Price, $10.00. Philadelphia and Lon- 
don: W. B. Saunders Company, 1944. 


Physical diagnosis of a decade or two ago con- 
sisted primarily in the application of the methods 
of inspection, palpation, percussion and auscultation 
of the chest and abdomen, with perhaps the use of 
a few simple procedures such as the determination 
of blood pressure and temperature. The advances 
of medicine during the past several decades, how- 
ever, have introduced a variety of specialized pro- 
cedures which have greatly widened the field of 
physical diagnosis. Even in a general diagnostic sur- 
vey of the patient, it is necessary to rely on such 
special procedures as the determination of the basal 
metabolic rate, electrocardiography, gynecologic and 
obstetric procedures, endocrine examinations, a de- 
tailed neurological examination and other specific 
measures which are of inestimable aid in arriving 
at an accurate diagnosis. The present volume aims 
to cower this vast field. It has been written by a 
number of able specialists in various fields of medi- 
cine, each of whom has contributed a chapter bear- 
ing on his particular interest. The book will be of 
great value to the general practitioner who must 
rely on the application of general principles of 
physical diagnosis, even if he prefers to refer the 
patient to a specialist for a more detailed exami- 
nation and specific therapy. The book can be recom- 
mended as a valuable text for the use of the general 
practitioner as well as the student of medicine. 


264 


Psychosomatic Diagnosis. By Flanders 
Dunbar, M.D., Med. Sc.D., Ph.D., Depart- 
ments of Medicine and Psychiatry, Colum- 
bia University, New York City. Foreword 
by Leonard G. Rowntree, Colonel, Medical 
Reserve Corps, United States Army; Chief, 
Medical Division, National Headquarters, 
Bureau of Selective Service of the War 
Manpower Commission, Washington, D. C. 
740 pages. Price, $7.50. New York: Paul B. 
Hoeber, Inc., 1944. 


This volume represents an excellent compilation 
of research and findings in the field of psychoso- 
matic medicine. It endeavors to meet the rapidly 
growing need of the general practitioner for in- 
struction in this field, and makes use of a tre- 
mendous amount of very thorough case work, of 
modern psychiatric conceptions, and of statistical 
evaluation of the data obtained. 

The book is so organized that it deals with some 
of the most common and most important clinical 
disease syndromes which the general practitioner 
meets—hypertensive cardiovascular disease, coron- 
ary occlusion, anginal syndrome, rheumatic disease, 
fractures, diabetes, and so forth—, which account for 
by far the greatest number of hospital days and 
hours of incapacity in the nation. It also provides 
the reader with positive instructions concerning 
special techniques of examination along psychoso- 
matic lines. One of the greatest values of the book 
is the evidence brought forward to show the inter- 
relationship of organic phenomena and their con- 
nection with contributing psychogenic factors. It 
stresses the need for a full understanding of the 
personality behind the illness, and is a definite con- 
tribution to modern medicine, 

Dr. Dunbar has made a great contribution to 
modern medicine, and has created a new approach 
to the modern clinical textbook. This book will be 
both interesting and helpful to the student of medi- 
cine, wherever his field of interest may lie, and 
even more helpful to the general practitioner. 


Aesculapius in Latin America. By Aristides 
A. Moll, Ph.D., Secretary-Editor of the Pan 
American Sanitary Bureau, Washington, 
D. C. 639 pages with 179 illustrations. 
Price, $7.00. Philadelphia and London: W. 
B. Saunders Company, 1944. 


With the effacement of distance by the airplane, 
Latin America has become our neighbor in the lit- 
eral sense of the word. Its peoples and culture will 
undoubtedly receive increasing attention from the 
people of the United States. Dr. Moll has completed 
a stupendous task in compiling in this volume the 
extant data dealing with the development of medi- 
cine in Latin America, The book gives a detailed 
account of ali activities related to medicine and 
public health which have taken place from 1492 to 
the present. It includes discussions of the diseases 
indigenous to Latin America and of such problems 
as vital statistics, journals, the new hospitals, and 
so forth. To the physician interested in our neigh- 
bors to the South, to the medical historian and to 
the doctor contemplating a visit to Latin America 
this book will prove an interesting and valuable 
treatise. Dr. Moll, in what has undoubtedly to him 
been a “labor of love,” has made a fine contribution 
to inter-American solidarity. 
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Fundamentals of Psychiatry. By Edward 
A. Strecker, M.D., Se.D., F.A.C.P., Profes- 
sor of Psychiatry and Chairman of the De- 
partment, Undergraduate School of Medi- 
cine, University of Pennsylvania; Psychia- 
trist to the Pennsylvania Hospital; Attend- 
ing Psychiatrist, Psychopathic Division, 
Philadelphia General Hospital; Consultant 
to the Bureau of Medicine and Surgery, 
United States Navy; Consultant to the Sec- 
retary of War, A.A.F. Second edition. 219 
pages. Price, $3.00. Philadelphia: J. B, Lip- 
pincott Company, 1944. 


The fact that it was necessary to prepare a sec- 
ond edition very shortly after the appearance of the 
first edition of this book speaks in itself for its 
great value. The volume constitutes a concise and 
sound approach to present day psychiatry. It is 
written in easily understandable language, and in 
such a manner that it stimulates the reader. It is 
bound to be of value to anyone who deals with 
suffering human beings and who recognizes the 
importance of having a knowledge of the patient 
as a whole in order to have the ability to help. 
Physicians in every field, medical students, nurses, 
and social workers will find this handy book ex- 
tremely useful. In addition to covering the general 
psychiatric disorders, the book has chapters on the 
psychiatry of war and the war neuroses, and a 
special chapter concerning the nurse and the psy- 
chiatric patient. There is also a very adequate dis- 
cussion of the various methods and values of Ppsy- 
chiatric treatment with which every medical worker 
should be acquainted. 

The book is an asset to anyone’s library, and its 
contents will be an asset to every physician’s knowl- 
edge. It can be very highly recommended. 


Practical Malaria Control. By Carl E. M. 

Gunther, Field Medical Officer, Bulolo Gold 

Dredging Limited, Territory of New. 
Guinea, at present with the Australian 

Medical Corps. 91 pages. Price, $2.50. New 

York: Philosophical Library, 1944. 


This excellent small volume compresses into a 
very handy size the personal experience of the 
author in the jungles of New Guinea as Medical 
Control Officer for a commercial enterprise. It is 
written from the point of view of practical applica- 
tion in the field, and contains materia] found else- 
where only by sifting large volumes of material. 
The style is delightful; throughout many catchy 
phrases, such as “swamps of the reticuloendothelial 
system”, are found. 

The author is not always in agreement with ac- 
cepted practice. For instance, he recommends intra- 
muscular injection of quinine, although he points 
out the serious local consequences of abscess forma- 
tion. He does not believe that atebrin is efficacious. 
From his experience he believes that the introduc- 
tion of non-immunes into an area will increase the 
local virulence of the disease, a point which. will 
not be accepted without question. The sections on 
personal protection and measures of contro] against 
the adult mosquito are especially noteworthy. Many 
physicians would question the advisability of giving 
quinine for three days to any hospitalized patient 
running a high temperature. The reviewer has used 
atebrin and plasmoquin simultaneously in the trop- 
ics without the poisonous effect noted by the author. 

The paper, unfortunately, is of very poor quality, 
and hence the printing is not as clear as one would 
desire. This is apparently a result of the war. 


